§ MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND “21201 


0748@ MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
7. PLACE OF DEATH 7. USUAL RESIDENCE (Where ql 


0. COUNTY a. STATE b. COUNTY 
ALIEGANY sania MARYLAND ALLEGANY 
b. CITY OR TOWN (IF autside carparate limits, ¢. LENGTH OF STAY IN Ib «. CITY OR TOWN (If autside corporate limits, write RURAL and give neorest town) 
writ i rest tawn) 
CUMREREA ND 6 HRS. MI. SAVAGE a 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS. @. FS RESIDENCE 
MEMORIAL HOSPITAL ves L] vo 
heer First Middle Last 4, pale Manth Doy Year 
DECEASED 
FeAl THOMAS GRIFFITH ADAMS ay JUNE —30,_—) 67 
5. SEX 6. COLOR OR RACE ri MARRIED J] NEVER MARRIED | B. DATE OF BIRTH 9 ice In years IFUNDER | YEAR | IF UNDER 24 HRS. 
DEC & 1888 irthdoy) Days | Hours 
MALE WHITE wipowen {] pivorceo [} e Ay u Me 
ie USUAL OCCUPATION exe kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT 
ur ing d UNTRY 2 
PEERED SKCHEMRE Dep. |CELRNESE CORP MARYLAND GigeA. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
GEORGE ADAMS EDITH GRIFFITH 
ti WAS ae aan U.S. ARMED Be f ice) 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
‘es.ng, or unknown’ yes give war or dates af service: 
ie) | 214-07-5155 | MRS. ISABEL ADAMS, MI. SAVAGE, MD. 
1B. CAUSE OF DEATH (Enter anly one cause per line for (a), (b), and (¢).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: “ 
SD Ea CORONARY OCCLUSION 
DUE To CORONARY SCLEROSIS 


Conditions, if any, which gave tb) 
rise ta immediate cause (a), pie 
stating the underlying cause : 
Be (¢) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a) TEAWAS AUTOPSY 
yes] xo (A) 


e Pages 1, 2, ond 3 t 


{tem 18 


the funeral directar. Page 4 should be farwarded ta the Chief Medical Examiner's Offige 


5 may be retained far yaur files. 


TO FUNERAL DIRECTOR: 


200. EXTERNAL CAUSE WAS ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
PRIMARY CI or CONTRIBUTING C 
CAUSE OF DEATH 


20c. TIME OF INJURY Manth, Day, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20%. (City ar town) (County) (State) 
Haur_ a.m. While Nat While foctory, street, affice bldg., etc.) 
mn, 19 atwark O al wark Oo 


21. certify that | taok chorge of the remains described obove, held an Autopsy [_], c Inspectian KX Inquiry KX and in my apinian 
deoth resulted fram: Natural causes Accident (J, Suicide (], Homicide [1], Undetermined manner (_] 


: CHIEF MEDICAL EXAMINER 
ee ASSISTANT MEDICAL EXAMINER [] 2: DATE SIGHED 
aihEks DEPUTY MEDICAL EXAMINER Wiz Be, 0 FO 
NAME ire) BENEDICT SKITARELIC MD. Address (Street, city, tawn, ar caufify) 

To. BURIAL CREMATION, | 23b. DATE THEREOF Tac. NAME OF CEMETERY OR CREMATORY i TOCATION (City ar Town) (County) (State) 


BURA, | JULY 2, 1967 | METHODIST MT. SAVAGE, MD. 
A 24. FUNERAL DIRECTOR ADDRESS =e 2Sb. ;AR'S. 
“Mie” S)| JOSEPH R. DURST, SR., FROSTBURG, MD _ bat W: a? 


Page 3 shauld be used as a burial-transit permi 
MEDICAL CERTIFICATION 
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necessary, please execute the certificate, writing the ward “pending” in pen 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be 
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lease rem 


Then pl 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, 


director, page 3 should be detached for use as the burial-transit permit. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


VR AIS (4) 
20M 1/65 


&. 


and in any event, within 72 hours after 


5 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


d CERTIFICATE OF DEATH 
i QF483- 2, USUAL RESIDENCE (Where deceased dead Residence before admission) 


CI 
a. COUNTY 
a. STATE b. COUNTY 
ALLEGANY MARYLANO MARYLAND ALLEGANY 
b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
CUMBERLAND 16 DAYS CUMBERLAND : Ord 
d. NAME OF HDSPITAL DR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. Pa tli ae 
SACRED HEART HOSPITAL Wo#l, HOMEWOOD ADDITION ves] no] 
3. ena ae First Middle Last 4. pare: Month Oay Year 
(Type or print) SARAH JANE ALBRIGHT | DEATH JUNE 2h 19 67 
5. SEX 6. COLOR OR RACE | 7, wARRIED [] NEVER MARRIEO[]| ® DATE OF BIRTH 8. AGE [in years rare. Mi i Bi 
jonths jours in. 
FEMALE | WHITE | wioowco[ _nivorceo]|_ 3-27-87 ee cl 
10a. USUAL DCCUPATION (Give kind of work d: 10b. KIND DF BUSINE: n. i . CITIZI 
during most of joEWT EE even if reured) INOUSTRY any a iaoues Reornret =f enna 2 couNrRYT og 
OUSEWIFE Cree ON MEK S.A 
13. FATHER'S NAME 14. MOTHER’S MAIOEN NAME 
JOHN 3AUBRPGHE: DIEHL MARY J. 3HORENGRRDIVER HOOPENGARDNER 
15. WAS OECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Ves, no, or unkown) | (If yes give war or dates of service) 
No 220-03 -7508 HOSPITAL RECORD 
18. CAUSE DF DEATH [Enter only one cause per line foy (a), (b), and (c). INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ADENOCARCINOMA OF THE STOMACH DYSE 4D OEATH 
IMMEDIATE CAUSE (a). 
4, DUE TO 
beh peace re _ ABDOMINAL CARCINOMATOS 1S 2 MO. 
gave rise to Immediate peer 
cause (a), stating the 
_| sndenyng ease last a ARTERIOSCLEROTIC HEART Seer BD YRA. 
s PART I. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL OISEASE CONOITIONGIVEN INPART i(a) 19. WAS AUTDPSY 
z| GENERALIZED ARTERTOSCLEROSIS ADVANCED AGE ves) nA 
z ts 
j= | 20a. ACCIOENT WAS UNDERLYING 20b. D 1B) . .] 
E Be CONTRIBUTING To) CRUSE DF DEATH 01 ESCRIBE HOW mT ONE (Enter nature of Injury In Part 1 or Part II of Item 18.) 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 20e. PLA URY (Home, farm,| 20f. (Clty or town) (County) (State) 
3 Hour a.m. While Not While factor office bldg., etc.) 
= p.m. 19 at work at work 


21. | certify that (I) {this ho: 


jig atfqnded the deceased from__-___-® a t 35, 19, , that (I) (we) last 
saRXhe deceased alivs acne 7 and that death pccurred 934, PR, the causes and on the date stated above. 
2b. E SIGNEO 
sb, Se 3 | "8-288 
eresrent_™ mo. Pe NSP) Sttcror CF pus CO] id —-_ 


| 22d. ADDRESS 


23a. 


Fairview Christian Cemetery Artemas, Penna. 
25a. REC’O BY "2 {987 REGISTRAR'S SIGNATORE 
# 


Whole Sedge _ 


DR 
HOME), 230\BALT. AVE. | oareYUN 28 19 
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\ MARYLAND STATE DEPARTMENT OF HEALTH 


TO HOSPITAL OR ATTENDING PHYSICIAN 


] Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
07482 CERTIFICATE OF DEATH 
aS 3 1. en aia 2: USLALARES DENCE (Where deceosed lived, if a sierite before odmission) 
scl os ° 0. “ 
wer > 5 Allegany MARYLAND Maryland Allegany 
SS 3 as b. cy aves uf CUE corporote wee c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 
hg’ al write, lid or earest wn) 
$ pes umber land . months Cumberland / 
2 oe Pe a. NAME DF ve DR INSTITUTIDN (If not in hospital, give street oddress) 4. STREET ADDRESS ; @. Rael DENCE = 
= R : ? 
a 28s Allegany County Infirmary Furnace St. Ext. ves [] No Bx) 
2 Sse 3. NAME OF First Middle Lost 4 DATE Month Doy ‘Year 
= ts DECEASED j 
aoe (Type or print) Mar Naomi Arnold | den June v 6 
oe eS 5. SEX” 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED []| 8 DATE OF BIRTH AGE [In ir TrRDE EN TF UNDER AHS 
avg it mths | Doy: jin. 
=e | see Female White WIDOWED fe] pivorceD Oct, 3, 18 ‘Bi ys. 
oa 100. vasa (Give kind of work done Tob. Kin OF BUSINESS DR TI. BIRTHPLACE (County & Stote, or foreign country) 12. GOTTEN DF WHAT 
san during most of working ven if retired) NDUST! ‘ 
2 8388 Wousews f6 Keyser, W.Va. U.S oh. 
ZZ gas 13. FATHER'S ane 14. MOTHER'S MAIDEN NAME 
= 2 
Ef See Stingley Sears Teah Ko 
= 2 15. WASDECEASED EVER IN U.S, ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT 
3 pee = Teese guna) tensa 220-652-975 (Ra: Fe eee ba Page 
3 2&3 ° 5 2— ymond F, Arno. Cumberlan aryland 
® 685 : SSS 
2 2 TB. CAUSE OF DEATH (Enter only one couse per ling for (0), (b), ond (c).) i TNTERVAL BETWEEN 
= 282 PART I. DEATH WAS CAUSED BY: * 2 Aa, ONSET AND DEATH 
eo 7 IAMEDIATE CAUSE (0) Jae. LY 
cata : DUE TD — 
& a Bs 3 Conditions, if ony, which gove (b) Oj ; 
ee erates tise to immediote couse (0), 
2% eos oe the underlying couse DUE = 
= Ss st -. ce) ef 
SP 4.8 
oS ges c= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBS vfING TO DEA My, MT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) WAS AUTOPSY 
eoLes Sc 
ye $= S ves] No [YQ 
es 275 = B<| 
a ost = ‘200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY DCCURRED. (Enter noture of injury in Port ! or Port Il of item 18.) | 
Sey: [Slime neennes 
Sees | (IF ETHER, NOTIFY MEDICAL EXAMINE 
ae S [0c TIME OF INJURY Month, Doy, Yeor 70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20%. (City or town) (County) (Stotey 
L=s° 2 Hour o.m. While Not While fovea street, office bldg,, etc.) 
= se 2 .m. ot work ot work 
CS eee 21. V certify that (I) (this haspital) attended the de = fromieae Oars Vee fa , 19_Q {that (I) (we) last 
gest saw the deceased alive an__ June 7 1967 , ond that ai accurred atLOs em, bm causes and an the date stated abave. 
= ee EO STEAD. ATENOING MED STAFE a ad 
eg . 
ee ( ec Mayen O_orector O pays. O 
a Tae RHVSICIAN'S ss ADDRES 
2% A - NANE(Tpe) Georges Simons Memorial Hospital, Cumb., Md. 
wso 
33 ne 230. BURIAL, CREMATION, 7b. /DATE THEREOF 73e. NAME OF CEMETERY OR CREMATORY Td. LOCATIDN (City or Town) (County) —_‘prrate) 
S28 j y 
2 ota a Se 6-9-67 ¢reenmount Gemete umberland Allegany Maryland 
x ’ 24, FUNERAL DIRECTOR ADDRESS 250. RECD BY REGISTRAR 75b__ REGISTRAR'S SIGNAPURE, 


3s 
=> 
ae 
a 


\"|H. Lee Silcox Oh Decatur St., Cumb., Ma, |ogjUN9 1967] #“~ wy aoe 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 haurs ofter deoths 


Page 4 may be retained by the hospital or ottending physician. 


letely filled in by the funerol ps 
within 72 haurs ofter deoth. 


corbon popers. Pages 1 ond 


ent, 


iciop’and co 
lease gaaggve 


|, ondin any 


jh 
Then’ 


igned by the attendin 


fe 3 should be detached far use os the buriol-tronsit permit. 


After this certificote has been si 


d with the Stote Dept. of Health priar to burial, cremation, or removal, 


ie 


hould be fi 


TO FUNERAL DIRECTOR: 
director, po 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


0783 CERTIFICATE OF DEATH 67453 


1 et DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
COUNTY AL LEGANY at oSTAIE MARYLAND => %’ aLLEGANY 
B. CITY OR TOWN (If outside corporate limits, ~ | © UINGTH OF STAY IN 15 © CITY OR TOWN {If outside corporate limits, write RURAL and give nearest tawn) 
write RURAL Of BA BER BAN D 2WKS .3DAYS CUMBERLAND ee 
@. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address} 4. STREET ADDRESS sale B RSID ” 
MEMORIAL HOSPITAL 139 ELDER STREET ves [] Wok) 
3. NAME OF First Middle lost 4. DATE Month Doy Year 
Ree stim) CLARS VIRGINIA BREIGHNER| &,, JUNE eS) 
5. SEX 6 COLOR OR RACE [| 7. MARRIED [-] NEVER MARRIED []] 8. DATE OF BIRTH 9. AGE [in yeors[IFUNDER YEAR [TF UNDER 74S 
FEMALE S WHITE wioowed [X] oworéo FT} 9-10-1898 el ASH mean a am 
Oo, USUAL OCCUPATION {Give Kind of work done Tb: KIND, OF BUSTESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12 CEN OF WHAT 
; ti ? 
wa oH Home WESTERNPORT, MD. USA 
73. FATHER'S NAME 14, MOTHERS MAIDEN NAME 
CHARLES SHEETZ MARIE PETERS 
fae DECEASED - “ps, FORCES? 1 SOCIAL SECURITY NO. ] 17. INFORMANT Address 
"no : 220-003-7515 MEMORIAL HOSPITAL, CUMBERLAND, MD. 


INTERVAL BETWEEN 


Parole 


18. CAUSE OF DEATH {Enter only one couse per line for (0), (b), ond (c).) 
PRT OER WA NOOIATE CAUSE (o)_—ACUte Massive Coronary Thrombosis 


DUE TO 


Conditions, if ony, which gove )__ Arteriosclerotic Cardio-vascular 
Bons. 


tise to immediote couse (0), 
stoting the underlying couse 


ET 2 ‘9 i i i block 3° 
cx | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. WAS AUTOPSY 
= ee ? 
S yes [_] NO 
3 
% | 200. ACCIDENT WAS UNDERLYING (1 ‘2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Part Ii of item 18.) 
& | OR CONTRIBUTING C1 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED] 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
2 Hour “o.m. While Not While foctory, street, office bldg., etc.} 
p.m. 19 atwork L) ot work CI 
21. 1 certify that {I} (this haspital) attended the deceased fram Sept, —, 19 , ta dune, 1967, that (I) (age) last 
saw the deceased alive a 19_67., pnd that death accurred at_2-g hh Oh frgmp causes and an the date stated above. 
20. SIGNATURE ae ‘ac, Stik 2b. DATE SIGNED 
mo. pus. fe) omrecror C) pws, C1] June 41967 
ic PHYSICIAN’ 72d, ADDRESS 
NAME (Tye) DR | GHT 133 VIRGINIA AVENUE, CUMBERLAND, | 
230. BURIAL, CREMATION, 23b. DATE THEREOF f. NAME OF CEMETERY OR CREMATORY Z 23d. LOCATION (City or Town) (county) (wre) TD 


REMOVAL (Specih 
Buriar™ June 7,1967| Greenmount Cemeter berland,Md,A n 
74, FUNERAL DIRECTOR 


a4 a 
: DRESS, 250. RECD BY REGISTRAR 2b. REGISTRAR'S SIGNATURE 
ames F. Scarpelli, Cumberland, Ma. ty Q , 
oatey} |) N fl ; » ad, 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07484 CERTIFICATE OF DEATH 07460 


4 haurs after deat. 


ers. Pages 1 a 
in 72 hours after de’ 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmissian) 
0. COUNTY a. STATE b. COUNTY 
Allegany MARYLAND Maryland Allegany 
b. CITY OR TOWN (If autside carporate limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corparote limits, write RURAL and give nearest town) 


write RURAL and give gearest tawn) A 
Frostburg’ Lonaconin 


ician and camp! eyed Jn by the funera 


-transit permit. Then 


gned 


director, page 3 shauld be detached far use os the burial 


shauld be ed with the State Dept. af Health priar ta burial, crematian, ar remova 


Page 4 may be retained by the haspi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 
TO FUNERAL DIRECTOR: After this certificate has been si 


~ 
35 


18. CAUSE OF DEATH (Enter only ane cause perdine 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) AA 


XY / DUE TO a 
Canditions, if any, which gave (b) Q 

tise to immediate cause (a), 

stoting the underlying couse Burae 
last. Tea () 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS. @. IS RESIDENT 
ON_A FARM?, 
/ Miners Hospital Hanekamp Street _ ves [] No 
c = 3. NAMEOE First Middle Last | 4 PATE Month Doy Year 
EASED — F 
ae (Type or print) Erma Ae Brodie DEATH 
be 2 5. SEX 6 COLOR OR RACE 7, MARRIED avd] NEVER MARRIED oO 8. DATE OF BIRTH 7, ie (veers 
= jast birthday’ 
82> |Female | White woow [} _ovoreo C]} 10/1/1917 LQ vs. 
= 2 10a. USUAL OCCUPATION Ge kind af wark dane 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Caunty & Stote, or foreign country) 12. CITIZEN OF WHAT 
a during mast af working life, even if retired) INDUSTRY COUNTRY ? 
85 House \ g onaconin Ma 4 i 
gas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
i 
Ee John Hutcheson Bessie DeVault 
= the WAS ae Bai U.S, ARMED He a é 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
es, no, or unknown. yes give wor or dates of service 
£ no Mr.Robert Brodie Lonaconing, Md. 
5 
2 5 
eo 
= 
= 


cz {PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NO} RELATED TO_THE TERMINAL DISEASE CONDITION GIVEY IN PART 1(o} 19. WAS AUTOPSY 
S +t 3 That 
2 now PALMA J yes} No 
= | 20a. ACCIDENT WAS UNDENYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in (or Part II af item 18.) 
& J OR CONTRIBUTING CJ CAUSE OF DEATH 
S| IF EITHER, NOTIFY MEDICAL EXAMINER) 
S | 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20%. (City ar town) (County (State) 
= Haur a.m. While Not While factary, street, affice bldg., etc.) 
p.m. 9 ot work L] atwark C1 ra 
21. I certify that (I) {this haspityl) attended the deceased fram. , 1925, tone lo, 19a 7, that (I) (we) last 
saw the deceased alive an__-Rarnt fe 19.6 °7, and that death accurred at12i3OAM, ‘bm causes and an the date stated abave. 


To. SIGNATURE, 5 ay Ono, SEO Me OE 22. DATE SIGNED 
Shona PEA Don MEO Bow HE OL" E NC 


Tc. PHYSICIAN'S D 2d. ADDRESS 
waves) Pt. MILES SR : ONACONING MO, 
To. BURIAL CREMATION, | 23b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City or Town} (County) (Sate) 
REMOVAL (Specify) 3 
B 3 6/8/6 M Q ter Moscow A, Ma 
74, FUNERAL DIRECTOR ‘ADDRESS 750. RECD BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


George Eichhorn onaconing, Md, | glN Q OL rahe 


HEALT, : 


TO DEPUTY A EXAMINER: 


This certificote should be executed within 24 hours ofter deoth e@ delay is 


necessory, please execute the certificate, writing the word “pending” in pen 


dte Depart men 


-tronsit permit. File poges lond2 wit 
, prior to buriol, cremotion, or removal, and in any event within 72 hours after d 


the funeral director. Page 4 should be forworded to the Chief Medical Exominer's Office al 


5 moy be retained for yaur files. 
TO FUNERAL DIRECTOR: Page 3 should be used os o burial: 


Health or its designated agent 


SS 


MARYLAND STATE DEPARTMENT OF HEALTH 


a Division of, STAD STICALARESEA ed ela wes 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


2 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 1 
|. PLACE OF DEA’ 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence, before odmission) 
COUNTY AL Le any o. STATE b. COUNTY 
8 MARYLAND Pennsylvan ia Bedford 
b. au oe Town {If autside carparate limits, c. LENGTH OF STAY IN Ib « CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
t 
cuneate veer fw) DOA Hyndman : 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS @. BRE 
Memorial HOspital ves [] no &) 
3. NAME OF First Middle lost 4. DATE Month Doy Year 
JECEASED OF 
Type or print) Adam H. Bruck se June 30, 1967 9 
5. SEX 6. COLOR OR RACE 7. MARRIED (A NEVER MARRIED oO B. DATE OF BIRTH on Age In pr veers a4 i 8 tw ie 
t birthdoy| lonths joys ours b 
Mle White wioowed [J oivorceo [}] January 6, 196 9 vis : rs 
10a. USUAL eu paeN iGie Ke of ar done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. aa mF; WHAT 
di ing life, even if retire INDUSTRY ¥, 
eappnbey Fairhope, Pa, RD#1 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 7 
Conrad Bruck Margaret Frey  Brinck 
1S. WAS DECEASED EVER IN U.S ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 


(es, no grapknown) (If yes give wor or dates of service} 200-054-1724) Mrs. Ruth ck; Hondmons. RA: 

18. CAUSE OF DEATH (Enter any are couse per line for (0), (b}, ond (c).} INTERVAL ee 
PART |. DEATH WAS CAUSED BY: 
A DEATH AS MEDIATE CAUSE (0 CORONARY OCCLUSION 


f Son @oRoNARY SCLEROSIS 


Conditions, if ony, which gove “wb 
rise to immediote couse (0), 


stoting the underlying couse ( DUE TO 

i mares aa 0 
cz | PART I). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) | 19. weary 
6 ? 
g yes] NO "2 
© | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
= | PRIMARY C1 or CONTRIBUTING G3 
© | CAUSE OF DEATH. 
3 20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (State) 
g Hour o.m. While Not While foctory, street, office bldg., etc.) 
= p.m. 19 atwork L) otwork C] 


21, I certify thot | took chorge of the remoins described obove, held on Autopsy [_], Inspection Inquiry XXX ond in my opinion 
deoth resulted from: — Noturol couse: sAccident (_], Suicide [[], Homicide [J], Undetermined monner [_] 


CHIEF MEDICAL EXAMINER [_] 


wa 
ne Lee mp. ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 


perury mepical examinekR CX June 30, 1967 


EXAMINER'S 
NAME (Type) BENBD ICcT SK ITAR E LIc ' M.D e Address (Street, city, town, or count " 
<7 SiR rene 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City or Town) (County) (Stote) 
Speci 
AL 6A Hyndman " Hyndman, Bedford Co 


JERAL pe ADDRESS : 2S0. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 
ee by y A Fasgler rin ia WL 5 1967 wa 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION:OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


“7 CERTIFICATE OF DEATH 07462 


S)- 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
> pee o. STATE b. COUNTY : 

£55 Allegany MARYLAND || Maryland : __ Allegany 

> e3 b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 

aon 5 writa RURAL and give nearest town) 

385 icCoole years McCoole _ nee 
ee d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street addross) d. STREET ADDRESS @. 15 RESIDENCE 
ag ON A FARM? 

>; 2 

32 _____s McMullen _Hwy Hell Lep Hwy YES fe] no [] 

@ % . NAME OF re Last “4, DATE “Month Day Year 

3 peceeeno OF 

lypa or print! 5 5 DEATH 
8 __ Michele Cicchetto __ June 2 1967 _ 


Bb 5. SEX 6. COLOR OR RACE|7, mARRieD [~] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| IF UNDE 
so f last birlhday) |"Months) Days | Hours 
on Male White | wirowe®] ovivorceo[]| 6 May 7887 80 yn. 
33 10s. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Counly & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRYI 
28 done during most of working life, even if retired) 
ze Ratlroad Railroad Italy U.S.A. 
og 13. FATHER’S NAME ta 14, MOTHER’S MAIDEN NAME j 7 
poe . : 
eae Antonio Cicchetto Francesca Panteleo 
3 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT, Address 
as {Yes, no, or unkown) | (lfyesgivewarordatesofsarvice) ) a McCoole,Md. 
274t tenes 7 Spee en 
NEATH [Enter only one cause nie Tine for (a), (b), and (e). ee tees -_ - “INGERVAL BETW] 
PART |. DEATH WAS CAUSED BYs peed a 
IMMEDIATE CAUSE {2) ae ! 


The law requires that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the atten 


DUE TO c 
Conditions, if any, which {b) Oran- : ai Pie i. 464 
gave rise to immediate cause > -|- — 
DUE TO 


(a), stating the undarlying 
couse last. fe). 


Fa PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He)) ». WAS AUTOPSY 
"4 z PERFORMED? 

= | 20—. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Ent f injury in Part | or Part Il of item 18. soy ir; 

& | on CONTRIBUTING [] CAUSE OF DEATH mf Kecyeatie tures utoryainy Eerilveraccre et Nee sIatt 

© | {IF EITHER, NOTIFY MEDICAL EXAMINER) 

& | ade. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Homa, farm, | 20%. (City ortown) {County} (State) | 

Aer ed While __ Not While factory, street, offiee bldg., ete.) | 

*L pam, TT at work at work 

1. | certify thet (I) (this Lens ee 0 deceased fromnd IO2 uuu 10. OL QOL coccouy 19.7 that (1) (we) las 


saw the| deceased alive on. , and that death occurred “9s 50, fist fhe causes and on the date stated above. 


poses ’ ee ATTENDIN' ‘MED. STAFF 226. O/GNED 
io. fs mp. | PHYS. DIRECTOR [] Pars. 6/30/67 


22c. PHYSICIAN’S 22d. ADDRESS 5 57 iis Y Jineral rey t . 
NAME {Type} F 
Keyser, W+Vo._.26726 


led with the State Dept. of Health prior te burial, cremation, or removal, and in any event, 


Harry F. Coffman, M.D. 


i 


director, page 3 should be detached for use as the burial-fransit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


3 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23¢e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
REMOVAL (Specify) 
ON 1 guly 1967 St, Thomas 


25a. REC’D BY 


24 FUNERAL DI! TOR’: oo B_ tie ADDRESS 
VR AIS (4) Keyser, We Vas 


20M 5-63 


f 


an 
{ 
: 


eath, 


ye 


eral 
d 


ey 


filled in by the fun 
Pay 


é remove carbon papers. 
and in any event, within 72 hour; 


n and completely 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 67463 


07487. CERTIFICATE OF DEATH 
ies PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 


|. COUN 
se ALLEGANY avin We MARYLAND. SSRN Satlneeanty 


b. CITY OR TOWN (if outside corp orate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


we Ro ERAN 38 pays CUMBERLAND (RURAL ) oy 


a. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS ROAD |® IS RES SIDENCE 
SACRED HEART HOSPITAL RT, #5, BOX 361-A, WINCHESTER | ves(] no IX] 


is pal oF First Middle Last 4. DATE Month Day Year 
type or prin) «WILLIAM B. COLEMAN Deart JUNE 9 19 67 


5. SEX 6. COLOR OR RACE 8. OATE OF BIRTH 9. AGE (In years | IFUNOER 1 YEAR |IF UNDER 24 HRS, 
7, MARRIEO [] NEVER MARRIEO[—] Aaa on Bn | ts | Me 


MALE WHITE wrooweD [-] o1vorceo [-} T=5h15 Si yrs. 


10a. USUAL OCCUPATION (Give kind of work done| 10b, KINO OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign country) | 12. fees WHAT 


“CteT aOR SPERATEE CELANESE CORP. MIDLAND, MARYLAND &.S.A, 


|, OF removal 


cremation, 


1 


director, page 3 should be detached for use as the burial-transit permit. 
filed with the State Dept. of Health prior to burial 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendin: 


should be 
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VR AIS (4) OXY 


20M 1/65 


13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 


JOSEPH A, COLEMAN NETTIE ( BUSKIRK } COLEMAN 
15. WAS OECEASEO EVER INU.S. ARMEOFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT M@ETON DRIVE 


(Yes, mg igen) (if yes give war or dates of service) 


wwe 214-07-5793} HOSPITAL RECORD CUMB,, MD, 21502 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause M. vet for (a), (b), and (c) ‘SET ano ge 
PART 1. OEATH WAS CAUSEO BY: china Ab Dex : 
-,,, IMMEDIATE CAUSE (a) jfrcthowe 4 “ 
2 ait OUE TO te An 5 
Cenditions, If any, which (b) 
gave rise to immediate 
cause (a), stating the ( OUETO 
underlying cause last. (c) 
PART Il. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO THE TERMINAL OISEASE CONOITIONGIVEN IN PART 1(@) 19. be ap icrsy 


no [] 


20a, ACCIOENT WAS UNOERLYING 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
OR CONTRIBUTING () CAUSE OF OEATH 
(IF EITHER, NOTIFY MEOICAL EXAMINER) 


20¢. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 
While Not While 
19 at work] at work 


21. 1 certlfy that {I) (this hospital) attended the deceased from. ; -/_, that (I) (we) last 
i 19.67 _, and that death occurred at____M, from thécauses and on nthe date stated above. 


7 


v 22b. _OATE SIGNED 
Aas ATTENOING STAFF 
x M.0, PHYS. OIRECTOR C1 pays. ol iE Le te 
ESS 


E 22d. AO 
AME POR, S$, G, WEISMAN | 59 GREENE ST,, CUMB,, MD, 21502 __ 


23a, BURIAL, ie 23b, OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


Peta jecify) 
1” | June Rose Hill Cemetery Cumberland, Maryland 
= AOORESS SON T BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


4 1967 


Cumberland, 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


‘ CERTIFICATE OF DEATH 
2-9 07464 __ 
1. PLACKO VU 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admission) 


« CONTY  ALLEGANY werano ||“ MARYLAND POINT ALLEGANY 
b. CITY OR TOWN (If autside carparate limits, 


‘age, 


the funeral 
en 


lled in 4! 
papers. 
ih 72 hours afte: 


, and in any even 


eT i «. LENGTH OF STAY IN 1b « CITY OR TOWN (If autside corparate limits, write RURAL ond give nearest town) 
write L CUM rest town 
MBERUAND 


UDAYS2*3HRS 


d, NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) 


MEMORIAL HOSPITAL 


CUMBERLAND DA 
STREET ADDRESS a 
229 COLUMBIA STREET vs [] no KI 


. NAME OF First Middle 
DECEASED | 
(Type or print) 


Last 4. nore Manth Day Year 


Q DEATH 8 0 6 


IN IN 
S. SEX 6. COLOR OR RACE 7, MARRIED & NEVER MARRIED [—] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR UNDER 24 HRS. 


FEMALE WHITE winowe [J 


pivorcd []| SEPT, Yai qopz 


100. USUAL OCCUPATION ace kind af work done 


q uO ae 1Ob. KIND OF BUSINESS OR 
uri warking lite, even if retire INDUSTRY 
AVF ES Owner Insurance Agence 


Si oyrs. 


11. BIRTHPLACE (Caunty & State, ar fareign cauntry) 12. CITIZEN OF WHA) 
COUNTRY? 
ROMNEY, W. VA. 


13. FATHER'S NAME 


ALLEN C, CRITES 


14. MOTHER'S MAIDEN NAME 


ROSA F, SIRK 


or remaval 


te pe see i U.S. ARMED re f 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
5, NG, AF UNKNOWN yes give war ar dates af service} 
NO. 3 INKNOWN « MEMORIAL HOSPTTAL, CUMBERLAND, MD, 
18. CAUSE OF DEATH (Enter anly ane cause per lip6) far (a), (b), and (c).) . INTERVAL BETWEEN 
PART J, DEATH WAS CAUSED BY: lope (Ap deel ~ fs INSET AND DEATH 
| IMMEDIATE CAUSE (a) 
- DUE TO ‘| f 
Canditians, if any, which gave (b) c ENC os tae 


tise to immediate cause (a), 


stating the underlying cause DUE TO Chey = 
rue > a ae @ eee pepe . 
PART pe A CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO. THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) 


transit permit. Then please remave 


|, cremation, 


igned by the attending physician and camglet 


je 3 shauld be detached far use as the burial 


19. WAS AUTOPSY 
PERFORMED? 


Fe beta, aarcdowed : vis] No 
20a, ACCIDENT WAS UNDERIYING CI 


OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Da 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, 
Hour a.m. While 6 factory, srost offer bldg, ec) 
ot wark at wark 


21. 1 certify that (I) (this haspital) ottended the deceased fram = i ona | paenert 19G 7, that (1) (we) last 
sow the deceased ali 0 —/§— 1967, and that death accurred at_O 22 Sw teoMl<auses and an the date stated above. 
70. SIGNATURE 22. DATE SIGNED 


ATTENDING MED. STAFE 
pays, PA_oirector CO pas. DO] G- 20 7 


Tc. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) 

Ba. oR iene 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Tawn) (County) (Stote) 

pest | 

df eta JUNE 2 SUNSET MEMORTAL PaRK CUMBERLAND, MD. 


24. FUNERAL DIRECTOR ADDRESS 280. “D BY REGISTRAR 258d. ‘AR'S SIGNATUR 
BYRON KIGHT CUMBERLAND, MD. |, JUN By oer Porenbey p 


€ 
S 
8 
nod 
5 
= 
5 
s 
3 
2 
- 
= 
e 
= 
= 
—_ 
2 
3 
3 
2 
zs 
© 
oo 
2 
2 
s 
£ 
5 
= 
oa 
2 
= 
3 
£ 
a 
s 
= 
= 
8 
z 
ee} 
© 
2 
= 


‘ate has been si 


MEDICAL CERTIFICATION 


shauld be filed with the State Dept. af Health prior to buria 


Page 4 may be retained by the haspital or attending physician. 
directar, pag 


TO HOSPITAL OR ATTENDING PHYSICIAN 
TO FUNERAL DIRECTOR: After this certi 


ne 


35 
=> 
2a 
se 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


O@G89* "MEDICAL EXAMINER'S CERTIFICATE OF DEATH 07465 


1, PLACE OF DEATH om ce USUAL "RESIDENCE (Where deceesed lived, If institution: Residence before admission) 


a, COUNTY a, STATE b. COUNTY 
: eee \ Allegany —___ 
b. CITY OR TOWN [if outside corporete limits, ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL and give neores! town) 
write RURAL end give nearest lown) 
|___ Dawson 4 Z = |_* . Dawson ‘ ae 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d, STREET ADDRESS JS RESIDENCE 
ON A FARM? 
‘6|____Home Near Dawson Mp3 Keyser Route 3. rae bd 
.3. NAME OF First Middle Last | 4. DATE Month Day 
DECEASED | OF 
Drerscrin! = ROper G. __ Edwin Crumbaugh axes Ps 19 67 
5. SEX 6. COLOR OR RACE|7, mARRIEDJe] NEVER MARRIED [] | 8 DATE 38 BIRTH 9. AGE (In years [IF UNDER T YEAR| IF UNDER 24 HRS, 
last birthday) iy Days,| Hours | Min, 
Male _| White. wow] oworcto [| Jane29,1897 7O = | ah 15 | 
TOs. USUAL OCCUPATION (Give kind of work 1Ob. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 


done during mos! of working life, even if retired) 


Retired Telegraph Operator 


13. FATHER'S NAME 


Grayson E,.Crumbaugh 


| Frederick,sMde _UsSAe 


14, MOTHER’S MAIDEN NAME 


Alice C.Riggs 


15, WAS DECEASED EVER IN U.S. ARMED rho 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes givewaror detesof service] ; 
att ¥ x 
_Yes Wid 2! bal 2n7252 | Miriel B.Crumbaugh, (Wife) 
18. CAUSE OF DEATH [Enter only one cause per line for (e), {b), end (c).] “INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: C a Occlusi col Eee elie! 
) IMMEDIATE CAUSE (e)_ ___voronary Occlusion ___|_ Sudden 
4 
DUE TO s 
hat Coronary Sclerosis ---- 
Conditions, if any, which sill A F- eee ah : 
geve rite to Immediate ca 7 ~ 
(a}, steting the un: (ee to 
cause lest, (e) ~~ 
z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART f(e]) 19. WAS AUTOPSY 
a RFORMED? 
= 
3 Awww _ Se all a YES ol No Eg 
= | 20a, EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Pert | or Pert Il of item 18.) 7 
& | PRIMARY [1 or CONTRIBUTING [J 
S| CAUSE OF DEATH. 
s 20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, si "204. (City or town) (County) (State) 
g Haw iiace While __ Not While factory, street, office bldg., etc.) 
3 ain 19 jet work et work [_] 
21. I certify that | took charge of the remains described above, held an Autopsy im} one Ky}. Inquiry Ky}. and in my opinion 
death resulted from: Natural causes Accident [[]. Suicide [7], Homicide [7], Undetermined manner [“] 


CHIEF MEDICAL EXAMINER oO 


: J 
ACTUAL op tcbck ASSISTANT MEDICAL EXAMINER DATE SIGNED 
rere ne Le A ) ‘Le_D MD. O 


P DEPUTY MEDICAL EXAMINER [M JUNE Up 196 if 
NAME (Type) Benedict Skitarelic, M.D. Address (Street, city, town, or -an@umberland, Mery ien8 


22a. BURIAL, CREMATION,| 22b. DATE THEREOF 22. NAME OF CEMETERY OR CREMATORY ] 22. LOCATION (City, town, oF country) 
REMOVAL (Specify) 


6 


TO DEPUTY 
please execut 


50 ue 
YS. AISME 
SM 9/60. 


d 


within 72 haurs after di 


t, 


carban papers. Pages | a; 


—" 


evi 


ihaye 


ician and campletely filled in by the funeral 
any 


mit. Then pl 


ease rei 


ar removal, andi 


MARYLAND STATE DEPARTMENT OF HEALTH 
, Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07490 CERTIFICATE OF DEATH 67465 


Li Le DEATH 2 went RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
. COI . STATE b. COUNTY WA 
: ALLEGANY weno || ° "MARYLAND I Legany 
b. ly erent (If outside ED limits, c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town} 
wns OM CTHAD ERE AND 13 DAYS CUMBERLAND ey 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS, ? @ Bes are 
MEMORIAL HOSPITAL PS QUEEN CITY PAVEMENT fe ti wm 
a NAME OF First Middle lost 4. DATE Month Doy Year 
re rp) CLARA G DAVIS | beam _- JUNE 18 967 
S. SEX 6. COLOR OR RACE 7. MARRIED x NEVER MARRIED iF 8. DATE OF BIRTH . 9. ae fear R 
: oe alt hal lost birthdoy 
FEMALE WHITE winowed [] pworceo F]| Say: 233 VOLT Os. 
100. USUAL cee eee kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country} 12. CITIZEN OF WHAT 
during eens lite, even if retired) INDUSTRY COUNTRY ? 
TA LLEGANY ___ MARYLAND —S4—_ 
13, FATHER'S NAME oe . - 14. MOTHER'S MAIDEN NAME ; 
WELLOTAM (KEMP ANNIE DEETZ 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? __ | 16. SOCIAL SECURITY NO. 17. INFORMANT ‘ Wieamieley ! AL AV ENU E 
ites nzeronknen) (If yes give wor or dotes of service] 216 18 1498 | MEMORIAL HOSP! TALS CUMBERLAND 4 


The law requires that the death certificate be executed within 24 haurs after death. 


After this certificate has been signed by the attending ph' 


directar, page 3 shauld be detached far use as the burial-transit per 


TO HOSPITAL OR ATTENDING PHYSICIAN 


should be fled with the State Dept. af Health priar to burial, crematian, 


~ 


Page 4 may be retained by the hospital ar attending physician. 


TO FUNERAL DIRECTOR: 


x 
35 
2) 
=a 
= 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) 
PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


Nn . IMMEDIATE CAUSE (0) 
AOS DUE 10 
Conditions, if ony, which gove (b) 
rise to immediote couse (0), DUE To 
stoting the underlying couse 
lost, iz 3) 
c= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. WAS AUTOPSY 
S a cae 
= ves] NO fg] 
iS 200. ACCIDENT WAS UNDERLYING C1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
& | OR CONTRIBUTING C1 CAUSE OF DEATH 3 
S| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [0c TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
¢ Hour 0.m, While Not While foctory, street, office bldg., etc.) 
p.m. 9 otwork Lot ot work oO 
21. | certify that (I) (this haspital) attended the deceased fram__ua we _, 197 ta sent , 1947 that (1) (we) last 
saw the deceased alive an__(@=/" 192. 2, and that death accurred at_4: | Qh, fram causes and an the date stated abave. 


ee ATIENOING MED. STAFF 
puys, J _pirector LC) pws C1 
72d ADDRESS 


4b} NO CENTRE ST, 


We. PHYSICIAN'S 
NAME (Type) DR. WM P 


JAMES CUMBERLAND, MO 


Bo. RRO ‘2b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
pecify 
B JRTA JUNE 2 96 PETER & PAU! KM IMBERLAND, MD 


24, FUNERAL DIRECTOR ADDRESS 250. REC PRAY REGIBTRAF ty 2b. BEGIBJRAR'S SIGNATI . 
BYRON KIGHT CUMBERLAND, mp. |, SUN'2°O™igey™ PERC ee, nage, 


B= | 
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State Departm: 


n item 18. Give Pages 1, 2, and 3 ta 


the funeral director. Page 4 should be forworded to the Chief Medical Examiner's Office along with form PM3. Poge 


5 moy be retoined for your files. 


~ 


MEDICAL CERTIFICATION 


3 


necessory, please execute the certificate, writing the word “pending” in pen 
Health prior to burial, cremotion, or removol, and in any event within 72 hours after deoth 


TO FUNERAL DIRECTOR: Page 3 should be used as g buriol-transit permit. File poges 1 ond2 wi: 


VR AISME (5) 
6m 1/67 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


67467 


T. PLACE OF DEATH 
0. COUNTY 
Allegany 


MARYLAND 


7. USUAL RESIDENCE (Where deceosed lived, if institution: Residence belore odmission) 
o. STATE b. COUNTY 
Maryland 


Allegany 


b. CITY OR TOWN (If outside corparote limits, 


wtee par a ae ve ares tawn) 


© LENGTH OF STAY IN Tb 
21 years 


© CITY OR TOWN (If outside comporote limits, write RURAL ond give nearest tawn) 
Cumberland ol 


d. NAME OF HOSPITAL OR INSTITUTION {II not in hospitol, give street oddress) 
Memorial Hospital 


STREET ADDRESS 
722 Elm Street 


e 15 RESIDENCE 
ON A FARM? 


ves [] node) 


3. NAME OF 
ECEASED | 
Type or print) 


Middle 
Ge 


First 

William 

6. COLOR OR RACE 
White 


widowed [1] 


7. MARRIED [—] NEVER MARRIED §¢] 
Divorced [] 


IF UNDER 1 YEAR 
Months 


B. DATE OF BIRTH 9. AGE { years: JF UNDER 24 HRS. 
bys irthdoy) 


Nov. 3, 1945 as 


10b. KIND OF BUSINESS OR 


100. USUAL OCCUPATION ee kind of work done 
Clerk Bureau 


during ne at eorking life, even if retired) 
28 


11. BIRTHPLACE (State or foreign country) 12. GTIZEN OF WHAT 
COUNTRY? 
Cumberland, Mq. USA 


TS. FATHER'S NAME 
Joseph W, Elliott 


Th MOTHER'S MAIDEN NAME 
Myrtle V. Powell 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? i 16. SOCIAL SECURITY NO. 


ee ‘or unknown reessrsey" service) 


7, INFORMANT address 
Mrs. Myrtle Elliott, Cumberland, Md. 


1B. CAUSE OF DEATH (Enter only one couse per line for {o}, (b), ond (¢).) 
PART |. DEATH WAS CAUSED BY: 


Intracranial Hemorrhage 


INTERVAL BETWEEN 


SET ANG BEATH 


: IMMEDIATE CAUSE (0) 
SASH DUE TO 
Conditions, if ony, which gove (0) 


Fractured Skull 


O% Hrs « 


nse 10 immediote couse (0), 
stoting the underlying couse DUE TO 
lost. ae @ 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 


19. WAS AUTOPSY 
Pl MED? 


YES no [] 


200. EXTERNAL CAUSE WAS 
PRIMARY 30 or CONTRIBUTING C] 
CAUSE OF DEATH. 


Gb. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 1B) 
Driver of auto involved in a crash 


20d. INJURY OCCURRED 


While Not While 
ot work O ot work 


20. TIME OF INJURY Month, Doy, Yeor 
Hour o.m. 


330 


21. b certify that | tovk chorge of the remains described — held on Autopsy [x1, 


sO, 


Accident 
i] 


deoth resulted from Noturol co 


ACTUAL 
SIGNATUR) 


a 206. 


PLACE OF INJURY (Home, Torm, 
factory, siret, office bldg, etc) 
"B46 2mi. n 


20 (County) 


rth Cumberland,Alle 
Inspection [3g, Inquiry (xx, 
Homicide (_], Undetermined monner [_} 
CHIEF MEDICAL EXAMINER [__} 
ANT MEDICAL EXAMINER [_] 


(ity oF town) (State) 


Ma 


and in my apinton 


Suicide (J, 


MO. 


EXAMINER'S 


NAME (Tye) Dy. Benedict Skitarelic, 


June 27 - 196% DATE SIGNED 
DEPUTY MEDICAL EXAMINER &) 


Address (Street, city, town, or county) Rts9 Cumberland 


230. BURIAL, CREMATION, ‘23b. DATE THEREOF 


Buea = June 30,1967| St. 


M.D. 
7c. NAME OF CEMETERY OR CREMATORY 
Mary's Cemetery 


TBd. LOCATION (City or Town) (County) 
Cumberland, Ma, A 


(Store) 


‘24, FUNERAL DIRECTOR ADDRESS 


James F. Scarpelli, Cumberland, Made 


N30 9 


DATE 


2S0. RECD BY REGISTRAR 2b. RE R'S SIG! 0 9 


‘ MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07%92 MEDICAL EXAMINER'S CERTIFICATE OF DEATH n7468 
ution: Residence before admission) 


1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceased lived, If instit 
SGCUNTTS as a. STATE_ b. COUNTY 
ALLEGANY MARYLAND 


i ALLEGANY ___ 
b. CITY OR TOWN (If outside corporate Ilmits, . LENGTH OF STAY IN 1b | c. CITY OR TOWN ((f outside corporata limits, write RURAL and glva nearest town) 
write RURAL and give nearest town) 


CUMBERLAND 10 years CUMBERLAND Lei 
‘d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS e. ey ee 


09 POLK STREET, CUMBERLAND, MD, 109 POLK STREET ves C]_ wget 


3. NAME OF ig hi ' TE M 
postacre Irst Middle Last 4, DATE Month Day Year 


cessary, 
funeral 


hed 


, 2, and 3 


ittaka’ 2 hours after death. 


with the, State Departme 


oF 
{ype or print) j Russell Elliott. DEATH 19 
5. SEX 5. COLOR OR RACE | 7, MARRIED [_] NEVER ae 8. DATE OF BIRTH 9. AGE ( Dict TF UNDER item sr ORDER: 


t birthdey) [Months | Days | Hours | Min. 

MALE WHITE WIDOWED [7] DIVORCED oct 8 1898 6 ml *| i | 
70a, USUAL OCCUPATION (Giva Kind of work done | 105. Ki 
1 


iND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT 
during most of working Ilfe, even If retired) NDUSTRY COUNTRY? 


RETIRED EMPLOYEE OF CEIANESE CORP.OF CA_ BEDFORD CO. PA, 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


WILLIAM J. ELLIOTT MAUDE_E. 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITY NO. . INFORMANT Addre: 
(Yes, no, or unkown) | (if yes glve war or dates of service) yi ey : “RED#3 BEDFORD PA. 


NO 23-10~8988A | RUTH P. (ZEMBOWER 
T8, CAUSE OF DEATH [Enter only one ceuse per line for (a), (b), and (c).] Ip RERvaS BEEP 
PAT OE A CORONARY OCCLUSION 


4 ‘ DUE TO 
Conditions, If any, which (b) CORONARY SCLEROSIS 


geve rise to Immediate 
ceuse (a), stating the DUE TO 


underlying cause last. te). 


PART I], OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART1(@) 19. Was rosy 


yes [} No [it 
208, EXTERNAL CAUSE WAS 2b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
ban tad Sic eetive 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) — (State) 
Hour em, while Not While factory, street, Office bidg., etc.) 
Ful 19 at work LJ at work 


21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection [3f, Inquiry [jf and in my opinion 
death resulted from: Natural causes PK}, Accident [_], Suicide [_], Homicide [(_], Undetermined manner [_] 

? / b CHIEF MEDICAL EXAMINER [_] 

2 hl salle ig rae M.p, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 


; zi : DEPUTY MEDICAL EXAMINER KM June 2, 1967 
RAME Ciype) Benedict Skitarelic, MoD. Address (Street, city, town, or conb@umberland, Md. 


23a. RUSE aE EMATID 236. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (st 


REMOVAL (Specify) 
_ FELLO NS , 
24. apne DIRECTOR 5 UME &1 AODRESS 25a. “0B le dele Ree 
J (w3 
H, LBE SILCOX 04 DECATUR STREFDOUMBERLAND | ore 6 i Hotig Netegee 


rs Office along with form PM3. Page 5 may be 


* in pencil in [tem 18. Give Pages 1 


Examine 


jal-transit permit. File pages 1 and 


id be executed within 24 hours after death. If any dela 
ri 


the word “pendin 


to the Chief Medica 


This certificate shou! 


MEDICAL CERTIFICATION 


certificate, writing 


EXAMINER: 


e 


tu 


ae 
. 
3 
= 
Ey 
> 
= 
& 
= 
2 
< 
6 
s 
3 
4 
3 
2 
ne 
6 
g 
Ss 
s 
3 
= 
S 
Ss 
3 
= 
= 
a 
° 
2 
‘Ss 
s 
}. 
a 
= 
5 
&% 
© 
= 
2 
& 
‘o 
3 
3 
2 
re 
S 
= 
= 
oS 
by 
= 
va 
So 


director. Page 4 should be forwarded 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a bu 


TO DEPUTY ME! 
please exec 


4 


he 


for your files, 


ithin 72. hi 


1and 2 withthe Stat 
ted agent, prior to burial, cremation, or removal, and in any event wil! 


Page 5 may be reiaiped) f 


Item 18. Give Pages 1, 2, and 3 to the funeral director. Pag 


with form PM3. 


2 
9 
oO 

2 

co) 

fy 

2 
= 
; 

5 

3 

3 

= 


3 
aD 
o 
a 
2 
iz 
i 
s 
s 
3 
s 
2 
o 
8 
Q 
3 
3 
z 
2 
o 
G 
on 
o 
a 
a 
a 
ce) 
Lad 
13) 
x 
a 
° 
H 


please execute the certificate, wi 
4 should be forwarded to the Chie! 


Health or its des 


VR AIS: 
5M 1/63 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


U7493 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 07 


1, PLACE OF DEATH 


. COUNTY Allegany 


MARYLAND 


2. USUAL RESIDENCE (Whare daceasad livad, If Institution: Residenca bafore admission) 


a. STATE Maryland b, COUNTY Allegany 


b. CITY OR TOWN [if outside eorporata limits, ~ | € LENGTH OF STAY IN Ib 


Mt. “Savaeer’ ong Life 


~ €. CITY OR TOWN [If outsida eorporate limits, write RURAL end give naarest town) 


Mt. Savage Rural 


fe 


3. NAME OF 


d, NAME OF HOSPITAL OR INSTITUTION [if not In hospital, give street eddress) 


DECEASED == “Middle 
(Type or prin!) Emerick 


4, STREET ADDRESS * ®. IS RESIDENCE 
ON A FARM? 

yes [_] No PX 
‘Yer 


‘Month 2 ‘Day 
June 20, 1967 


5. SEX 6. COLOR OR RACE 


Female White 


7. MARRIED [_] NEVER MARRIED [~] 
WIDOWED pivorcED [_]} 


B. DATE OF BIRTH 


July 18, 1890 


If UNDER 24 HRS. 
Hours | Min. 


IF UNDER 1 YEAR 
Months Deys 


9. AGE (In years 


birthday) 
Wee 


10a. USUAL OCCUPATION {Gir 
je during most of working 


“Hous e 


10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (State or loreign country) 


Lonaconing, Md. 


12. CITIZEN OF WHAT COUNTRY? 


13, FATHER'S NAME 


James Loar 


14. MOTHER'S MAIDEN NAME 


Mary Fitzpatrick — 


MEDICAL CERTIFICATION 


16. SOCIAL SECURITY NO, 


217-10-1059D 
18. GAUSE OF DEATH [Enier only one eause par lina far (a), (b), end (6).] 
PART |, DEATH WAS CAUSED BY; 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? 
H, no, or unkown) | (Ilyesgiveweror datesof service) 
fod 


IMMEDIATE CAUSE fe) COFONary occlusion _ 


17, INFORMANT 


Margaret Emerick, Mt. Savage, Md..RD# 


Address 


INTERVAL BETWEEN 


“Sudden” 


DUETO 


Canditiens, it eny, which ») Coronary Sclerosis 
save rise to immediate couse r 7 = 


(a), steting the underlying ( PVETO 
cause lest, te 


Years 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Me}| 19. WAS AUTOPSY 


PERFORMED? 


_| ves (]_ No F) 


200. EXTERNAL CAUSE WAS 
PRIMARY (1) or CONTRIBUTING [1 
CAUSE OF DEATH. 


20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 1B.) 


20e. TIME OF INJURY Month, Day, Yeer 


Hour a.m, 


20d. INJURY OCCURRED 
While __Not While 
0 at work at work 


ps 
21. I certify that | took charge of the remains described above, held an Autopsy Oo Inspection fx 


Suicide ek 


death resulted from: Natural causes } Accident 1. 
. a / 

ACTUAL 

SIGNATURE 


EXAMINER'S 


NAME (Type) Benedict Skitarelic, M.D. 


200. PLACE OF INJURY (Home, farm, ; 20f. (City or town) 
factory, street, affiee bidg., atc.) | 


aks L Lt. / MD. ASSISTANT MEDICAL EXAMINER Oo 


(County) (State) 


Inquiry kk} and in my opinion 
Homicide Oo. Undetermined manner ‘a 

CHIEF MEDICAL EXAMINER [_] 

DATE SIGNED 


DEPUTY MEDICAL EXAMINER [4 6/ 20/ 67 
Address (Street, city, town, or counpumberland, Md. 


» BURIAL, CREMATION,| 22b. DATE THEREOF 5 
REM if 


~] 22. NAME OF CEMETERY OR CREMATORY 


dune 23, 1967 St. Patrick's Cemetery 


22d. LOCATION (Cily, town, ar county) ———=~S*« Stee) 


Mt, Savage, Maryland 


ADDRESS: 


a 


Hyndman, Pa, 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


JUN 2.3 1967 


A 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


» \ 
i 
. 


ey a 
= | SR 074973 CERTIFICATE OF DEATH 
t=) 
ace = o 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
been <4 a, COUNTY a. STATE b. COUNTY ° 
iad l ji 
= 228 an marvtann || Wi crulend Bile gam 
Ss Tes b. CITY OR TOWR (If outsidé corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL'and give nearest town) 
e Bee write RURAL and give nearest town) 
B £8 GSA eel ad CS w bet beamed ar) 
| 3én d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 8. TS RESIDENCE 
2a! 
ce, ease 10, b14 N.Gentre ST. Comba. Mma. €19 n- Cettke ST ves LJ no 
ne B= 3. RAM | RE First Middie Last 4. DATE Month Day Year 
s £2 = 
ese. (Type or print) aa A. CPF DEATH une 1967 
Sx 5. SEX . COLOR OR RACE | 7, MARRIED [7] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (it years | IF UNDER 1 VEAR IF UNDER 24HRS, 
b= O oO = last Sirtheay) Months | Days | Hours | Min. 
e Femole lwnite wivowen [F]~ pivorceD{_] uly S,i89a4 "12 yrs. 


TL. BIRTHPLACE (County & State, or foreign country) 


Com beriand Wma. 


10a. USUALOCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


Her gewi fe or 


12. CITIZEN OF WHAT 
COUNTRY? 


U.S.A: 


and fn any.gve 


hysician a 
ease 


Beg 13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
S 
a Edward ©’ Nell Mary Bun Kean 
Ss 15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
£2 (Yes, no, oF unkown) ae 
3s — aseph €. Geat- Comberlaud, Weol- 
Sa. 18. CAUSE OF DEATH [Enter only one cause per Iine for (a), (b), and (c).7 ae ance 
= PART I. DEATH WAS CAUSED BY: ; 
25 oan) PeNTHMESIATE CAUSE a Myocerdial Infarction; Uremia J 
34 


“a f DUE To 4 
Conditions, If any, which o Hypertensive Heart Disease ;Thrombo Phlebitis 4 yu 
gave rise to Immediate 

cause (a), stating the DUE TO 2 
underlying cause last. oMbesity-severe ;Gen.osteo-arthritis. 


a 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 


quires that the death certificate be executed wi 


Page 4 may be retained by the hospital or attending physician. 


= 
2 
= 
Ss : & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) [19. Was AUTOPSY 
E - i PEO Re 4 
g AVE Generalizea arteriosclerosis ves [] _No ff] 
4 = | 20a, ACCIDENT WAS UNDERLYING EE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
& { OR CONTRIBUTING [7 CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) None 
= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm,| 20F. (Clty or town) (County) Gtate) 
3s 
a Hour a.m. While — Not While factory, street, office bldg., etc.) 
a 
= p.m. 19 at work rt at work 
21, | certify that (1) (this hospital) attended the deceased from_Y@2le 9» 19 dune 1 ha9 OF that (1) (we) last 
aL and that death occurred ab» mthe causes and on the date stated above. 


a 22b. DATE SIGNED 
us, SEO" py Morn C1 SHE | 6/12/67 
226, PHYSIPIAN' . 
“ancryemes P. Hallinan M.D. | 140"Beaford St. Cumberland ,Md. 


director, page 3 should be detached for use as the bur! 


TO FUNERAL DIRECTOR: After this certificate has been s' 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


/ 
23a. BURIAL, CREMATI 23b. PATE THEREOF 23¢., NAME CEI ERY ORAREMATORY 234 LOCATION (ity, towg or county) (State) 
oe : , / Foe j 1 ee x0 
‘ ee \Z MWh a fe ceded (tem, (7 Me AP bas. 
\ ADDRESS 2! C’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
mas WY Ao Lew be Cut, Jy 2 \ Jin ts 1967 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 07470 


7 PLACE OF DEATH A 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence before admission) 


o. COUNTY 0, STATE b. COU 
MARYLAND Maryland ‘Pitegan: 
. LENGTH OE STAY IN tb © CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest tawn) 


DOA La Vale 


NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) @ STREET ADDRESS oR SDE 
Sacred Heart Hospital 962 National Highway ves ) no 
3 NAME OF First Middle Tost fk DATE Month Doy Year 


JECEASED : OF 
(Type or print) Anna. Catherine Ferguson DEATH dune Jae. 0367 


5 SEK © COLOR OR RACE | 7, MARRIED [K] NEVER MARRIED [-]] 8 DATE OF BIRTH AGE {in yeors — | IFUNDER TVEAR_[ FUNDER 74 ARS. 
los) birthday) {Months | Days | Hours | Min, 
amas wiowen [] pivorcelo. F] 1/25/1902 Ob yt 
To, USUAL OCCUPATION ve kind of war dane | TOb. KIND OF BUSINES OR Th BIRTHPLACE (Stote ar foreign country) ‘| Tz CITIZEN OF WHAT 


min 
(=) 
| 


= 


and 3 
partme' 


a 


along with form PM3. 


n Item 18. Give Pages 1, 2, 
d Mh fhe State De 
Sl 


during most of working lite, even if retired) INDUSTRY COUNTRY ? 
Housewife Maryland 8 4 
13. EATHER'S NAME 14. MOTHER'S MAIDEN NAME 


ristopher Weires Elizabeth Steele 
TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
(¥es, no, or unknown) [(If yes give war or dates of service, 
No 18-4283 | Mrs, James P, Walton, Route 5, Cumberland, Md 


18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), ond {c).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: é ATH 
: IMMEDIATE CAUSE (0) Coronary Occlusion Beistetstcrel 


DUE TO 
Conditions, if any, which gave (b) Coronary Sclerosis 
fise to immediate cause {a), DUE To 

stoting the underlying cause 
lost =. (0) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. ee | 


yes] no (& 


necessary, please execute the certificate, writing the ward “pending” in pencil 


SS 


MEDICAL CERTIFICATION 


PRIMARY C1 or CONTRIBUTING 1 
CAUSE OE DEATH. 
20c. TIME OF INJURY Month, Day, Year 20d, INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) (State) 
Hour o.m. While Not While foctory, street, office bidg., etc.) 
p.m. W ot work O ot work 


200. EXTERNAL CAUSE WAS ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il af item 18.) 


21. 1 certify that | taok charge of the remains described above, held an Autapsy [_], _Inspectian [X, Inquiry [XJ, and in my opinian 
death resulted from: Natural causes [XJ], Accident [_], Suicide [_], Homicide {_} Undetermined manner [_] 
pe ‘ f CHIE MEDICAL EXAMINER [7] 


SIGNATURE Mp, ASSISTANT MEDICAL EXAMINER (_] 22. DATE SIGNED 
EXAMINER'S DEPUTY MEDICAL EXAMINER EI June 2, 1967 
NAME (Type) Benedict Skitarelic, MD. Address (Street, city, town, or county) Cumber Land ) Md. 

730, BURIAL, CREMATION, %b. DATE THEREOE 73c. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City or Town) (County) Ty 
Boe 1/ 4/67 Greenmount Cemetery Cumberland, Alleg d 


24, PURER iL DIRECTOR ADDRESS. 25a. REC'D BY REGISTRAR 2b. TRAR'S SGNATARE é 
VR AJSME (5) i t Al) N 196 
6M 1/67 i: Ps O fe) Ave. Cumberland pa 
= Md 


the funeral directar. Page 4 shauld be farwarded ta the Chief Medical Examiner's Offi 


5 may be retained far yaur files. 
TO FUNERAL DIRECTOR: Page 3 shauld be used os a burial-transit permit. File pages 1 


ea'th prior ta burial, cremation, ar remaval, and in any event within 72 haurs after 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 30] W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07495 CERTIFICATE OF DEATH 67471 


ee 72 haur 


re 


en please remg@é cai 


The law requires that the death certificate be executed within 24 haurs after death. 
|, crematian, or removal, andina 


Page 4 may be retained by the haspital ar attending physician. 


BS TO FUNERAL DIRECTOR: 


After this certificate has been signed by the attending physician and completely filled in 


@ 3 shauld be detached far use as the burial-transit permit. Th 


shauld be fied with the State Dept. af Health priar to burial 


pa: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
directar, 


|. PLACE OF DEATH 
0. COUNTY 


ALLEGANY MARYLAND 


B. CITY OR TOWN (If outside corporate limits, 7 LENGTH OF STAY IN Tb 
write RURAL ond give necrst town) 
7_DAYS 


ND 
d. NAME OF HOSPITAL oR INSTITUTION (If not in hospitol, give street address) 


STREET ADDRESS : . 
MEMORTAL HOSPITAL 2. G JANE FRAZIER VILLAGE vs (] no K) 


3. NAME OF First Middle Last 4, DATE Manth Day Year 
(Iype or print) ROBERT W FLEEK oe JUNE 6» 67 
7.MARRIED FZ] NEVER MARRIED [_]] 8 DATE OF BIRTH 9. AGE am years | JEUNDER YEAR [FUNDER 24 HRS. 


winowen [] oworco CIXXXXM 1-10-98 see 


yts. 
10b. KIND OF BUSINESS OR 
INDUSTRY 


2, USUAL RESIDENCE {Where deceased lived, if institutian: Residence before odmission) 
a. STATE b. COUNTY 


MARYLAND ALLEGANY 


« CTY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 


CUMBERLAND, MOD. 


12. CITIZEN OF WHAT 


11. BIRTHPLACE (County & State, ar fareign country) 
ae COUNTRY ? 
soaAe 


W. VA. 


B TATHERS ane 14. MOTHER'S MAIDEN NAME 


ADAM FLEEK MARGARET CADWALTER 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


sia a (If yes give wor or dates af service} MEMOR IAL HeSP | TAL CUMBERLAND MD. 
INTERVAL BETWEEN 


18. CAUSE OF DEATH (Enter only ane cause per We i Ag fb}, and {<).) ‘ py ua is 
PART 1. DEATH WAS CAUSED BY: i] 54 r= = 
IMMEDIATE CAUSE (o} Vi<CtAloMA Oot oI GC META STESE: $ 
DUE TO oe (KE SK UCL, PIA CS ) TT CUALE 

Canditians, if any, which gave > i ra 
hiss fuiitwntbilinte euSe (a); © Se CARA ARE iE EY) vad 
stating the underlying couse 
last, 7 ( 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL va rah sible PART _1(a) 19 eee 

BARTER OSCL GOT (EAST LE? ASL ¢ ken | sty mo 
Wo. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED eture-o Sree lor oe {I of item 18.) 


OR CONTRIBUTING CI CAUSE OFB 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year Od-HNITRT OCCURRED We. PLACE OF INJURY (Hame, farm, 
Hour o.m. Whiley Not While factary, street, office bidg., etc.) 
1, atwork L) atwork C1 
wal) = that (I) (this oe ) gttended the Ls fram 
and that death accurred btz 
STAFF 


MD. PHYS. decor Ooms © 


100. USUAL OCCUPATION tae kind of work dane 
ee Hee af ve life, even if pases) 


MEDICAL CERTIFICATION 


DR. S. G. WEISMAN be "7 CUMBERLAND, MD. 
230. BURIAL, Stu 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY F 23d. LOCATION (City ar Tawn) (County) (State) 
BRIE” | gue 90,1967 | EoKHaRT ECKHART MD. 


24. FUNERAL DIRECTOR ADDRESS. 28a, REC EGJSTRAR REI 'S SIGNPTURE 
Ky 0. ie 
BYRON KIGHT CUMBERLAND, MD. batt SUN'T'S 1967" prterts 


MARYLAND STATE DEPARTMENT OF HEALTH 
a 1 DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07436 _ CERTIFICATE OF DEATH 07472 


Ss 

SEs VPIAGE FEAT 7, USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 

2538 a. COUNTY a. STATE b. COUNTY 

3-5 ALLEGANY MARYLAND MARYLAND ALLEGANY 
235 B. CY OR TOWN (If outside corporate mits, CENGTH OF STAY IN Tb] © CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
Ss write RURAL ond give neorest town) 
hi: MBERLAND 7_DAYS 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street oddress) TS RESIDENCE 


fi 

CS 
é 
he 


FLINTSTONE Star Rout fo7m 
d. STREET ADDRESS ( = 1 » ebee— 


ep 50 MEMORIAL HOSPITAL ves [J] no fe] 
ee 3. NAME OF First Middle Last 4. DATE Month Doy Year 
33 DECEASED OF 
Boe (Type or print) HARV E Y LESLEY ig R E Y DEATH N | 19 6 
ele 5. SEX 6. COLOR OR RACE] 7. MARRIED NEVER MARRIED 8. DATE OF BIRTH AGE (In years” [PONDER T YEAR [TF UNDER 24 HRS, 
aan MALE WHITE >a O 1888 3 (rvior; Manths | Days | Hours | Min, 
= widowed [_] pivorcedD []} 12—=20 ys. 
Zz o 
§ Da, USUAL OCCUPATION (Give Kind af work dane TDb. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar foreign cauntry) 12, CITIZEN OF WHAT 
os during most af warking lite, even if retired) INDUSTRY COUNTRY ? 
Seo Re ed Photo Engrave COLORADO 
gas 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
2-8 ainee 
B53 DANIEL FREY AUGUSTAbAe STONE 
7 
§ i Was PAS as FORGES? gy 1: SOCIAL SECURITY WO. | 17. INFORMANT Kadress 
ae ‘és, na, arunknawn} |(if yes give war ar dates af service 
iS 06401-9530 |MEMORIAL HOSPITAL- CUMBERLAND, MD. 
2 TB. CAUSE OF DEATH (Ener only one cause per ine fer (9) 8 and (<)) 3 INTERVAL BETWEEN 
3 PART |. DEATH WAS CAUSED BY: Veles 
2 LATER AMEE CSE (9 INCINOMATOS IS OF [2WE KA 
a fie ww §=AN DP RwES 


Canditions, ifany, which gave 6) 


rise ta immediate cause (a), DUE To lar) RoNcreA of | Feos/ATE 


stating the underlying couse 
Jas! sae 0) 


PART vee SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED AO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 1 WASATTORST 
Cac pocterdta® 5 oe a ee ves] No 

2Do. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. {Ente Gory in Part | ar Port Il of item 18} 

OR CONTRIBUTING C1 CAUSE OF DEAT 

(IFEITHER, NOTIFY MEDI ) 


20c. TIME OF INJURY Month, Day, Year. 2Dd. INJURY OCCURRED 2De. PLACE OF INJURY (Home, fos 2Df. (City ar tawn) {County} (State) 
Hour a.m. ee 1" While p= Not While fa factary, strset-ottite bldg, etc.) Ss 


p.m,— ot wark at work ~ - 


21. | certify that (I) (this haspitgl) attended the deceased fram Lf, Vase pa eg & 7 thal (1) (we) last 
saw the deceased olive an , and that death accufred at_“ *~ M, frant cadses and an the date stated abave. 


22b. I 
ATTENDING MED. STAFF | 2, i E SIGNED i, 
tL M.D. _ PHYS. piecror CL) pyys. O) { Fs 


The law requires that the death certificote be executed within 24 hours after death. 


AS 


Q 
MEDICAL CERTIFICATION 


je 3 shauld be detoched for use as the burial-transit permit. 


should be filed with the State Dept. of Health prior to burial 


Poge 4 may be retoined by the hospito! or ottending physician. 
TO FUNERAL DIRECTOR: After this certificote hos been signed by the attendin 


TO HOSPITAL OR ATTENDING PHYSICIAN 


SS 2c. PHYSICFAN'S 22d. ADDRESS 

ss | MMe Op |S, G. WEISMAN 59 GREENE MD 

= Bo. tai tice 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ‘%Bd. LOCATION (City ar Town) (County) (State) 

5 Burial” | 6/16/67 Hillcrest Burial Park | Cumberland Allegany Maryland 


24, FUNERAL DIRECTOR ‘ ADDRESS 250. “D BY REGIST 25b, ISTRAR'S SIGNATURE 
exe Se “NUN 1S "i867 
D 


waver “) | H, Lee Silcox Cumberland, Maryland 21502 


. 


2 


MARYLAND STATE DEPARTMENT OF HEALTH 
. 2 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
FOR STA \ 07458 MEDICAL EXAMINER’S CERTIFICATE OF DEATH O7474 
HEALTH DEPRY ti Pace or peat 7. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY Allegany Arh o. STATE Maryland b. COUNTY Allegany 


b. CITY OR TOWN (If outside corporote limits, iF LENGTH OF STAY IN Ib «. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest town} 


we BY SLO FS" "Fra Ellerslie Rural 
d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street address) ; d. STREET ADDRESS @. 19 RESIDENCE 
P, 0, Box #1 P. 0. Box #1 ee 
. NAME OF First Middle Lost 4. DATE Doy Year 
PGASED.  CHARLENE SUE § GIBBNER i? 
S. SEX 6 COLOR OR RACE | 7. MARRIED [—] NEVER MARRIED 8. DATE OF BIRTH 9. AGE ie yeors 


Female | White wioowen [J pore []| April 16, 1967 | “ page 


100. USUAL ee eee kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 
during mpsysfyg'king lle, even if retired) INDUSTRY Cumberland, Maryland OTR? 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

Charles Ray Gibbner Mary Esther Benna 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
enng, or unknown) (" yes give war or dotes of service] None Charles R Gibbner Ellerslie Ma 
9 ° 


18. ane OF DEATH (Enter only one couse per line for (0), {b}, ond (c).} pa 
"”ART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} LOBAR_ PNEUMONIA HOuRS 


u \ DUE TO 
Conditions, if ony, which gove tb) 
rise to immediote couse (0), DUE TO 
stoting the underlying couse 
fost. i) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19 ene al 


ves K] No [J 


e.. is 


Item 18. Give Pages 1, 2, ond 3 to 


farwarded ta the Chief Medical Examiner's Office alang with farm PM3. Poge 


‘ate Department a 
hours after dea 


74, 
7 


ith th 


te, writing the ward “pending” in pel 


200. EXTERNAL CAUSE WAS ‘2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 
PRIMARY C) or CONTRIBUTING 
CAUSE OF DEATH. 


2c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (Stote} 
Hour o.m. While Not White foctory, street, office bldg., etc.) 
p.m, 9 ot wark O ot work oO 


21. L certify thot | took chorge of the remoins described obove, held on Autopsy [KX], Inspection KJ, Inquiry [X], ond in my opinion 
deoth resulted from: — Noturol couses KJ, Accident [_], Suicide ("], Homicide [], Undetermined monner [_] 
; // CHIEF MEDICAL EXAMINER [7] 
ee / 5 Lax ots é J mo, ASSISTANT MEDICAL ExAMINER [7] 22. DATE SIGNED 
EXAMINER'S : DEPUTY meDical EXAMINER K] JUNE 22, 1967 
NAME (Type) BENEDICT S KITARELIC, M.D. Address (Street, city, town, or county 
70. BURIAL, CREMATION, 7b. DATE THE 7. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) (County) (Stote) 
ater Jue i 1967 Hyndman Cemetery 
24/ FUNERAL DIRECTOR? ‘ADDRESS 


VR ALEME (5) a 4 Hyndman, Pa, owe JUN 26 19 7 


Page 3 shauld be used as a burial-transit permit. File pages }and2 
MEDICAL CERTIFICATION 


Health ar its designated agent, prior ta burial, cremation, ar remaval, and in any event/w 


the funeral director. Page 4 shauld be 


5 may be retained for your files. 


necessary, please execute the cert 
TO FUNERAL DIRECTOR 
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= 
= 
3 
2 
> 
2 
8 
Fd 
3 
@ 
3 
z 
> 
o 
ae 
a 
a 
2 
s 
2 
= 
= 
< 
= 
= 
= 
<< 
~< 
as 
= 
= 
@ 
= 
= 
= 
5 
On 
& 
a 
° 
= 


— ve 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Beal ED 


CERTIFICATE OF DEATH 


i 


ow gts at 
s Ze & i baa ise NE 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
= Pe a. STATE b. COUNTY 
Beads Allegany Reetann Maryland AtLegany 
% ia BCI fe roy fF OaiGG ig aU ¢. LENGTH DF STAY IN 1b ||"c. CITY DR TOWN (if outside corporate limits, write RURAL and give nearest town) 
2 i ng give nearest town 
bate: Cin d, Rt, # 6 Cumberland, TA 
o sa 2 d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. apes 2 
= 28! 4 
S = Memorial Hosp. Brant Rd, Cresaptown, ves lene 
Ages 
= Ss S$. 3. eee First Middie Last 4, are Month Day Year 
=. 3 S* (Type or print) James Walter Grant DEATH June 26 ’ 19 67 
3 5 Ef 5. SEX 6. COLOR OR RACE | 7. twaRRiED [jy] NEVER MARRIED [-] | & DATE OF BIRTH ©. AGE (In years [IF UNDER 1 VEAR |IF UNDER 24 HRS. 
g DEE Male. white WIDOWED [-] pivorceD{] | March 17, 1924 43. em Beale sole 
2 & CEI yrs. 
ot “ 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND oF ewe OR 11. BI RTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2 5 cae oe Tue of mt Ing life, even If retired) INDUSTR' COUNTRY? 
a ents man ay Beryl, W, Va, Ue S, A, 
3 _ S 13. ee NAME 14. MOTHER’S MAIDEN NAME 
© Be Charkes R, Grant Eva Burke 
& Oral 15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. ] 17. INFORMANT Address 
= : S (Yes, no, or unkown) | (If yes give war or dates of service) " 
SB ose Yes, W. Wy #2 219-14-6368 |Mrs, Pauline Grant, Rt. # 6 Cumbertand, Md. 
V3 =s 18. CAUSE DF DEATH [Enter only one cause pertine for (a), (b), and (c). Tena bear 
= 2& PART |. DEATH WAS CAUSED BY: Cre jy CAter-4 d Leal ea 
= = co IMMEDIATE CAUSE (a). 
e2 any Ws 
33 Ess 4 DUE s z : y ) * 
kecss Conditions, If any, which 15 Peeuwewp Cardigrqwerla- Kol 10 Yor. 
= aa 
2 2 gave rise to Immediate =f “, 20.@_<P 
dl sv cause (a), stating the 
= Ze underlying cause last. ©) 
= ape PART I]. OTHER SIGNIFICANT COND! loys CONTRIBUTING TODEATH BUT pee La. DISEASE CONDITION GIVEN INPART l(a) | 19. peR Ee 
2 gS 4 7 
= Ss A £4+C 4 ves] no KW 
4 2 2Da. ACCIDENT WAS aS 20b. DESCRIBE HOW INJURY OCCURRED. ie nature of Injury In Part | or Part II of Item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


Hour a.m. While Not While 
19 at work at work 


21.1 certify that ()-(this hospital) attended the deceased from___————— Lae to_& ¢ that (1) (we) last 
saw the deceased alive eee and that death pecurred ed 2120, from the causes a 


20e, PLACE OF INJURY (Home, farm, 


20. (City or town) (County) (State) 
factory, street, office bldg., etc.) 


MEDICAL CERTIFICATION 


nd on the date stated above. 


22a. SIGNAT 22h. a ene 7 
@ OA g ,, ——_ mo. Pe SOX Biatcror CO Beve, of 7/67 
Te. : S 22d. ADDRESS 
| | NAME ype) S @ LYE LOO Ap So Gare S~ LE heat 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
director, page 3 should be detached 
should be filed with the State Dept. 0: 


23a. BURIAL, tpereci | 23b, DATE THEREDF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) = 


peypvit preci | /28{67 Eckhart Cemetery Eckhart, Alfegany, Maryland 


24. FUNERAL DIRECTOR ADDRESS 25a. Re Y 5 1967 25b. REGISTRAR’S SIGNATURE 
& 
DATE 


H, Wayne George Cumberland, Maryland 
AC Sepor- 6/26/C7 


VR AIS (4) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07500 CERTIFICATE OF DEATH 

< Suc 
s jo 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admission 
3 3 0. COUNTY Allegan a. STATE b. COUNTY 
5s \ Ss gany MARYLAND Maryland Allegany 
Ss \e8 ®. CITY OR TOWN (If autside corporate limits, © LENGTH OF STAY IN Ib © CITY OR TOWN (If autside corparate limits, write RURAL ond give nearest town 
a write RURAL ang give neprest tawn) ( S ! 

=e", 
g 263 Gumber' lan 8/6/1966 Oldtown, i 

qh = os as d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS st i Ha 

= 
ae ge Allegany County Infirmary Route #4 ves LJ no 
a eee oe 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
= 29: 
= psa ECEASED Hartl OF HF 

22 Type or print) Virginia Marie artley DEATH une 
7 286eé 
£ eis i . SEX & COLOR OR RACE | 7. MARRIED NEVER MARRIED 8. DATE OF BIRTH 9. AGE (in years 
3 ESS eal 
2 Female | White wiooweD [Xj oworceo [| 1/4/2898 89 1. 
1 coe T00, USUAL OCCUPATION (Give Kind of work done 10b. KIND OF BUSINESS OR IT. BIRTHPLACE (County & State, ar fareign ear 12. CITIZEN OF WHAT 
aa e@s dygipg most af warkipg Jife, even if retired) INDUSTRY COUNTRY ? 
2 885 Housewite West Virginia Ss ihe 
ress 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
5 886 John Buser Delcie Boggs 
0 ene 

ss TS. WAS DECEASED EVER INU. ARMED FORCES? 76. SOCIAL SECURITY NO. | 17. INFORMANT 59 
S es (Yes, no, or unknown) |(If yes give war ar dates of service] P.O. Box 99% Cutiberland, Md. 
3 S62 24-93% | Allegany County Infirmary records. 
= beme 1B. CAUSE OF DEATH (Enter only one cause per line for (a}, (bj/and (<}) 2 ra ey ail 
2 See PART 1. DEATH WAS CAUSED BY: NSEL AND DEATH 
2255 5 IMMEDIATE CAUSE (a) * Bi fle asl, GLE, LE a Ae, Me, 
a2 oe ca * DUE TO 2 2 C Rf Se é g Y ; 
H£ege Conditions, if any, which gave Y ly Vs ry 
B= 555 rise ta immediate cause (a), (i iB : 3 = ZF ES 
© 222 he 5 OLE be. Ao€. LV 2B wile é -: LP Yr 
33 3 = 5 st ds “4 4 £IA4z Z 
of ees PART ve SIG a CONDITIONS comm 19 DEATH fe NOJ RELATED JO THE TERMINAL DISEASE CON i GN-GIYEN IN PART 1(0) 9. WAS AUTOPSY 

28 z 
2c ise 1 | LL WIALLL 2A Saeed __\wih"s or 
s5 2°58 = y ee ia” “4 
25 252 = | 700. se — ae 208, DESCRIBE HOW INIURY OCCURRED. 7 inter nature of injury in Part | ¢ rs of item 18) 
seers E | OR CONTRIBUTING CI CAUSE OF DEA 
Pa Ses a © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ZS y.se Sf mx. TINE OF INJURY Month, Day, Year 7d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, form, | 20f. (City ar tawn) (County) (Grate) 
Qaets 2 2 Haur o.m. While Not While factary, street, affice bldg., etc.) 
a eS p.m. 19 ot wark LI sive aLe) 
at Se25 . Lcertify that (1) (this hospitol attended the deceased fram_G/O/ 1966 ,  oO/27 7195 f9__, thot (1) (we) last 
Zo ee 
Be e32e saw the deceosed alive an 19___, ond that death accyrred od M, Sram ouses and an the date stoted above. 
@ Sefs5se= y ‘22. DATE SIGNED 
<sOCae . f sno 
e = \ M4 P b STAFF 

ale y Y ) MD KK) pieector w rus. BR} 6/28/196 
ne OS Ldz D. 
aie Ss Te. PHYSICIAN'S Zad._ADDRESS 
Bezcs , NAME (Type dpper, M. D. Memorial Hospital, Cumberland ,Md. 
o. w So / 
S3ZEe 23a. BURIAL, CREMATION, 236. DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Tawn) Coun State 
=S2e8 pafetovays " (City (County) (State) 
om 2°" hep i] 6/30 oes <i Glendale Brethren Cem Flintstone Allegany Md. 
-  - 


< 
3 


2 
8 
=z 


ADDRESS 2594 REGS BO RESTA A 7 75b,/ BECHTRARY BONAWRE Sige 
Md 


MARYLAND STATE DEPARTMENT OF HEALTH 
8 DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


_ 07502. = CERTIFICATE OF DEATH 97477 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY o. STATE 


ALLEGANY MARYLAND MARYLAND b.QUNTY AT TRGANY 


b. CITY ORT a outside corporote ee c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
write RURAL ond give neorest town) 
FROSTBURG 42_ DAYS FROSTBURG , 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS @, ae ais 
MINERS HOSPITAL 55 CENTENNIAL STREET vs C] no 


within 72 hours afte 


etely filled in by the funer 
bon papers. Pages | a 


ve. COM 
e 


6 


ician and «1 
lease re 
andina 


hy 
Then 


e 3 should be detached far use as the burial-transit permit. 
d with the State Dept. af Health priar to burial, crematian, or removal 


He 


i 


director, pa 
shauld be f 
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TO FUNERAL DIRECTOR: After this certificate has been signed by the attendin 


Page 4 may be retained by the haspital ar attending physician. 


VR ANS (4 
25M 1/1 


3. uenaue First Middle Lost 4, DATE Month Doy Year 
OF 
(Type or print) EDGAR L. HARVEY DEATH JUNE 29; W 67 
S. SEX 6. COLOR OR RACE 7. MARRIED € NEVER MARRIED Oo B. DATE OF BIRTH 9. AGE (In yeors IF UNDER | YEAR_| IF UNDER 24 HRS. 


MALE WHITE ieee oworcd FE] DEC. 12, 4893 | lwggitce) Months | Doys | Hours | Min. 


Fs. 
Ce USUAL SPR oe (Give kind of aaa lOb. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CEN a WHAT 

ring most of working lite, even if retire INTRY 2 
RETIRED FLORIST owl BUsIness MARYLAND OBA. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


EDWIN J. HARVEY CLARA EVANS 


1S. WAS DECEASED. ili IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 


(Yes, no, or unknown) |(If yes give wor or dotes of service! 218-300-2484 DANE HARVEY, 340 . CANY ST., FROSTBIRG, 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) 3 TN 
PART |. DEATH WAS CAUSED BY: t ye 2, a 2, x 
IMMEDIATE CAUSE (0) °C palintu CUD, = BP 2 aa 
: DUE TO < vd 
Condhionsyit Owpmameneave wo hem 2 Va iat Lee 


rise to immediate couse (0), 
stoting the underlying couse BoM 
iy Seer @ 


PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19 WAS AUTOR 
aa ves] NO 


200. ACCIDENT WAS UNDERLYING CJ ~ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il af item 1B.) 
OR CONTRIBUTING CU CAUSE OF DEATH re ee 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ail 
20c. TIME OF INJURY Month, Doy, Yeor_ 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Home, form, 20. (City or town) (County) (Stote) 
Hour ‘o.m, While Not While foctory, street, office bidg., et} — 
p.m. t 19 ot work Oo otwork C1 t: ad 
AWG: 


MEDICAL CERTIFICATION 


Ze PHYSICIAN'S * 22d. ADDRESS 
NAME P8) 2 go774 AEF BROA DC): -SROL TBS 


230. BURIAL, eee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote)} 
BuRtRE == | JULY 1, 1967 | FBG. MEMORIAL PARK FROST 


24. FUNERAL DIRECTOR ADDRESS 250, REC'D BY REGISTRAR 25b. REGISTRAR’S SIGNATURE 
JOSEPH R. DURST, SR., FROSTBURG, MD. oat 3 1967 Qelinmibag Nndegee 


tf 


TO HOSPITAL OR ATTENOING PHYSICIAN: The law requires 
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filled in orl 
Ae remoy in papers. Pag 
, and in any/event, within 72 hours.after death. 


Then 


transit permit. 


After this certificate has been signed by the attending physician and completely 


3 should be detached for use as the buri p 
should be filed with the State Dept. of Health prior to burial, cremation, or removal 


Page 4 may be retained by the hospi 


TO FUNERAL OfRECTOR: 


director, page 


VR A15 (4) 
15M 4-64 


% 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, ve 


CERTIFICATE OF DEATH 


1, PLAGE DF DEATH 


2. USUAL RES! id lived, If Institution, ry admission) 
a. COUNTY Allegany USUAL RES ER GA beg cesses Hires 1 ecrton Ane Pes AI 
MARYLAND 
b. CITY OR TOWN (if outside separate Timits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate Iimits, write RURAL ‘end give nearest town) 
tas RURAL and give nearest town) Af, 4 
naconing lyre Westernpbrt arf 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give strest address) || d. STREET ADDRESS. @. IS RESIDENCE 
Kyle Nursing Home Green St. ON A FARM? 
ves{]_nof] 
3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED John Je. Hi eal OF dube 2 
(ype or print) , ¥ DEATH JUNE § 19 67 
5. SEX 6. COLOR OR RACE | 7, 8. DATE OF BIRTH 9, AGE (In 
Male ante MARRIED [} NEVER MARRIED FX] e645_1 oat {i ins 
wiboweD [] DivoRceD [_} | « ’ yrs. 
1Da. USUAL DCCUPATION (Give kind of workdone| i0b. KIND OF BUSINESS DR ‘11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
digg sted wong ape Hf retired) SRYRoad Piedmént,. WeVaw uegpntry? 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Dennis Healy Margaret Brown 
(ae peor WER INU.S. ar ED GEL ) 16. SOCIALSECURITY NO. | 17. INFDRMANT Address 
es, ne, or unkown yes pive war or dates of service: 
no. | 68-09-7072 hay Luteman Morgantown, WeVae 


18. CAUSE DF DEATH [Enter only one cq 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a): 


‘edad DUE TO 
Conditions, If any, which (b). 


gave rise to Immediate 

cause (a), stating the DUE TO \) 
underlying cause last, (c). 
PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINA 


@ per ling for (a), (b), and (c).1 TNTERVAL BETWEEN 


Oa Q ny ONSET AND DEATH 


| 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part I! of Item 18.) 


PART 1(a) {19. WAS AUTOPSY 
EASE CONDITION GIVEN WN PART 1(a) RS ORM eO? 


yes [} No i) 


20a. ACCIDENT WAS UNDERLYING a) 
DR CDNTRIBUTING () CAUSE DF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 
p.m. 


21. | certlfy that (I) (this 


saw the deceased ali 
22a. SIGNATURE 


20d. INJURY OCCURRED |2De. PLACE OF INJURY (Home, farm, 
while —Not while factory, street, officebldg., etc.) 
at work at work [_] 


pital) attended the deceased fro! 19. that (1) (we) last 
Q] and thatdeath occurred a’ , frohv the causes and pn the date stated above. 


22b. DATE_SIGNED 

uo, MB" Hae ME Ol GF + G 
22d. ADDRES: ; 

RQ | TonwAconiné my 


23a. BURIAL, OREMATION| 256. ATE THEREOF | 230, NAME OF CEMETERY OR CREWATORY 23d. LOCATION (City, town or county) (State) 
pect) Ka 
June 12,1967 lbaugh Cem, Elk Garden, W.Va. 


Westenrcert Ma ie REC’D BY REGISTRAR | 25b. R RAR’S,SIGNASURE 
. . “ DATE JUN ale 9 1 } F 2 


20f. (City or town) (County) (State) 


19 


22c. PHYSICIAN'S 


NAME (Type) x ke, MILE, ny 


a” 


MARYLAND STATE DEPARTMENT OF HEALTH 


aa ] 2 ~~ Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
FOR statel 1} 07508 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 67479 
HEALTH DEPT. [i piace oF beara 2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


Toe o. COUNTY o. STATE b. COUNTY 
2 SE ALLEGANY MARYLAND MARYLAND ALLEGANY 
SS 538 B. CITY OR TOWN (If outside corporote limits, © LENGTH OF STAY IN Tb |] «CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 

5 ef write RURAL and me tawn) 50 YEAR G ERLAND 

tz S UMBERL A (aa, 
ev a5 @NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) | & STREET ADDRESS ¢ ‘SRETENT 
- & 2 4g : 
3 she U DOA MEMORIAL HOSPITs 535_0 NTRE_§ ves [) 0 
S 2 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
~ 
‘é eS REESE t) DEATH 0 9 
> =F ‘ype or print NG 
to) 5, SEX G COLOR OR RACE” -[7. MARRIED (Gq NEVER MARRIED [-]] 8 OATE OF BIRTH 7 AGE Ge IED Yea TEURD 2A, 
- lost burl lonths loys: jours le 
=e (s MALE ware ___|_woow [joven Ci] omy 14, 1894 a a li 
§ ‘2 To USUAL OCCUPATION Give kind of wark done 06. KIND OF BUSINESS OR 1). BIRTHPLACE (Stote of foreign country) 12, CITIZEN OF WHAT 
& during most of warking lito, even if retired) INDUSTRY COUNTRY? 
ER HY We. VA. USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
DAVID HOADLEY EMMA SAYLOR 


1s. WAS DECEASED EVER IN U. MED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, orunknown) |(If yes give wor or dates of service 
YES Wid 214.05 9213_ MRS. FRANCES MYERS CUMBERLAND, MD. 


TB. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c),) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (0) CORONARY 

DUE TO 

Conditions, if ony, which gove (b) 

tise to immediote couse (0), 


CORONARY SCLEROSIS 


|, cremation, ar remaval, and in an’ evi gw 


Stoting the underlying couse DUE TO 

(oh ii caer sara a 
cz | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. Was AUTOR 
5 ves} no &] 
S| 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
= | PRIMARY C) or CONTRIBUTING CI 
S | CAUSE OF DEATH. 
S [20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. {City or town) (County) (State) 
é Hour om. While Not While foctory, street, office bldg, etc.) 

p.m. 19 of work O ot work fs] 


21. | certify that | taak charge af the remains described above, held an Autapsy [_], _Inspectian [XJ, Inquiry [5 and in my opinian 


the funeral directar. Page 4 should be farwarded ta the Chief Medical Examiner's Office alang with form PM3. Page 


necessary, please execute the certificate, writing the word “pending” in pe 


Health ar its designated agent, priar to buri 


TO DEPUTY 2. EXAMINER: This certificate should be executed within 24 haurs after death. e@ delay is 


TO FUNERAL DIRECTOR: Page 3shauld be used as o burial-tronsit permit. File pages 


2 
5 
ES 
s 
2 death resulted fram: Natural causes fg], Accident [_], Suicide [], Homicide [_], Undetermined manner (_] 
a= v7 CHIEF MEDICAL EXAMINER [J 
2 Sore A Mp, ASSISTANT MEDICAL EXAMINER [_] ae 1 DATE ENE 
3 EXAMINER'S DEPUTY MEDICAL EXAMINER {XJ 
> NAME (Type) BENEDICT SKITARELIC, M.D. CUOMBUREA ND jowMD sounty) JUNE 23,1967 
& %o. BURIAL, CREMATION, | 23b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City or Town} (County) (Stote) 
” Specit 
( BRE” | gue _26,1967| FROSTBURG 
c\, [tuner DETER ADDRESS 250, RECD BY REGISTRAR — | 25b. RECISTRAR'S SIGNATURE 
ve arene >) BYRON KIGHT CUMBERLAND, MD. odUN 27 196 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MAR 
504 Ls MEDICAL an R'S CERTIFICATE OF DEATH G74R0 


"MSUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. STATE b. or Allegany . 


1 
a, COUNTY 


Al i egeny MARYLAND 
b. CITY OR TOWN (if outside cor pocate limits, c. LENGTH DF STAY IN 1b giv Adder ay oct towny town) 


cab. RURAL and give nearest town 


d. NAME OF HOSPITAL DR INSTITUTION (If not In hospital, give street address) |! d. eit oi ang "eae 


c. CITY OR TOWN (If Sen corporate limits, write i 


inten 


re 


IN A FARM? 
q J wll 
|. NAME OF First Middle ex BOS Es 4. - BATE zen Ro: Month Day Year 
DECEASED 
UyperrinigD Amanda Horchler Bata June. 19 
SX 6, COLOR OR RACE | MARRIED [>] NEVER MARRIED[-]) & DATE OF BI TAGE (in, years | IF UNDER 1 YEAR IF UNDER 24HRS. 
0 0 ah, last birthday) iene Days | Hours Min. 
yrs. 


12. CITIZEN OF WHAT 
COUNTRY? 


T.SeAe 


Whi. WIDOWED [{ __DivorceD [~} 21, 18 
10a. USUAL OCCUPATION (Give kind of work done | 10b. KiND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 
during most of working life, even If retired) INDUSTRY 


Se 
13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 


Alaire ; ) 

rehler___( D) | jamie Long (P 

15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIACSECURITYNO. | 17. INFDRMANT Address 
George We Horchler ___C' 


— 


— — 


ine 


ge 4 should be forwarded to the Chief Medical Exami 
MEDICAL CERTIFICATION 


18, CAUSE DF DEATH [Enter only one ceuse per line for (a), (b), and (c).] 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (é). 


uf / DUE To 


Conditions, If any, which () Coronary Sclerosis 
to Immediate 

stating the ( SUE TO 

underlying cause last. 


INTERVAL BETWEEN 
ONSET AND DEATH 


(Yes, no, or unkown) | (If yes give war or dates of service) 
in. 


(c). —— 
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. ad Pa 
ves} no } 
208. EXTERNAL CAUSE WAS 206, DESCRIBE HOW INJURY OCCURRED. (Enter nuture of Injury In Part I or Pert il of Item 18.) 
PRIMARY | or CONTRIBUTING [) 
CAUSE OF DEATH. 
20c. TIME OF INJURY Month, Day, Year { 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour @.m. While Not While factory, street, office Didg., etc.) 
p.m. 19 at work at work 


21, I certify that | took charge pf the remains described above, held an Autopsy [_], Inspection {x}, Inquiry [x], and in my ppinion 
death resulted frpm: Natural causes (XJ, (], Suicide [], Homicide [7], Undetermined manner [_] 
a CHIEF MEDICAL EXAMINER [_] 


please execute the certificate, writing the word “pending” in pen 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State 


_ of Health or its designated agent, prior to burial, cremation, or removal, and in any event within 72 hours atter 


TO DEPUTY = TS This certificate should be executed wi 


retained for your files. 


director. Pa; 


SIGNATUR ; ASSISTANT MEDICAL EXAMINER (EI 22, DATE SIGRED 
i DEPUTY MEDICAL EXAMINER X] June 12, 1967 
eee, Benedict Skitar elic Ld M.D. Address (Street, city, town, or county Cumberland , Md a 


23a. BURIAL, ener oe 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) State) 


REMOVAL (Specify) 6/ 1 595 


24, & ERAL DIRECTO) Masfirtere Ze 2 REGIS’ end. TRAR’ Phe 
brane eae use ray PTs ioe ? ye s ip 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


N7505 CERTIFICATE OF DEATH AR 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence before admissian) 
COUNTY o. STATE b. COUNTY 
: Allegany Pacey Maryland Allegany 


b. CITY OR TOWN (If autside corporote limits, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corparate limits, write RURAL and give nearest tawn) 


Cumberi and” 31/1965 Cumberland gs 


gi: i 
d. NAME OF HOSPITAL OR INSTITUTION (if nat in haspital, give street address) d. STREET ADDRESS. e. TS RESIDENCE 


llegany County Infirmary 637 Shriver Avenue ves J] No 


3. NAME OF First Middle Lost 4, DATE Month Day Year 


Pree erin) Robert Kaplon bar dune 22 0 67 


6 COLOR OR RACE 7. MARRIED [_] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE fe years IF UNDER 1 YEAR 


White winowed 7] pworceo []} 10/1/1885 8 ea Mhagll 


he USUAL OeEATIGN ce ay af wark done 1b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12, ae OF WHAT 
luring most of working lite, even if retired) INDUSTRY OUNTRY? 

Retired:Office Mner.,Hersch Bro Kouvne, Lithuania et a 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Abrsham Kaplon Rebecca Arnstein 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. Vv. INFORMANTP: Po) Box 99 3 umperl and ’ Md ° 


(Yes, na, arunknawn) |(If yes give war ar dates af service! b 1-05-5680 Allegany County Tnfirma yeoorda. 


18. CAUSE OF DEATH (Enter only ane cause peg ling for (a), (b), and (c)) . INTERVAL BETWEEN 

PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 

7 IMMEDIATE CAUSE (0) 

é DUE TO 

Conditions, if any, which gave (b) 

fise to immediate cause (a), DUE To 

stoting the underlying couse 

DSi) vet an @ 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19 ee 

ves [J] no () 


d_2 


Pages | 


within 72 haurs after fea 


\ 


transit permit. Then please remove corban papers. 


, crematian, ar remaval, andi 


igned by the attending physician and completely filled in by the funer; 


‘200. ACCIDENT WAS UNDERLYING (1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part II of item 18.) 
OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 20f. {City or town} (County) (State) 
Hour a.m, While Not While factory, street, office bldg., etc.) 
p.m. 9 atwork L] atwork CJ 


21. | certify that (I) (this hospital) attended the deceased from_ 3/31/05 ,19___, to_ Gfee/OF, 19__, thot (I) (we) lost 
‘ow the deceosed olive an_6 6 19___, and that death accurred at ae M, fram causes and an the date stoted obove. 


SIGNATURE a ey, at or:lO AM. 2b. DATE SIGNED 
(| . : mo. pays. CX ppecror KI pws. XJ} 6/22/1967 


ic. PAYSICIAN'S 22d, ADDRESS 


wets) GRorge M. Simons, M. D. Memorial Hospital, Cumberland,Md. 


20. Se 23b, DAJE THEREOF, 23c_ NAME OF CEMPFERY OR CREMATORY 23d, LOCATION (City or Tayn) (County) (State) 
SE MOVAL (Speci 3 iy 4 
FR NOveL Cosy CYS s Ea Zz. = Ad 


After this certificate has been si 
directar, poge 3 shauld be detached fer use as the burial 
shauld be filed with the State Dept. af Health priar ta buria 

MEDICAL CERTIFICATION 
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TO FUNERAL DIRECTOR: 


35 


ve is, (WV) | Hy Lee Silcox Cumberland, Maryland 21502 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and c 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


=: |OCaG CERTIFICATE OF DEATH “ 
SER 1. PLACE OF DEATH 2. USUAL RESIOENCE (Where deceased lived, If Institution: Residence before admission) 
pass a. COUNTY a. STATE b. COUNTY 
272 ALLEGANY MARYLAND MARYLAND ALLEGANY 
=% b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b |} c. CITY OR TOWN (If outslde corporate limits, write RURAL and give nearest town) 
2ES/] write RURAL and give nearest town) 4 
£\8 CUMBERLAND 13 DAYS CUMBERLAND of 
3s d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADORESS 0. 1S RESIDENCE 
=s 5/| SACRED HEART HOSPITAL 1005 BEDFORD ST. ves MIM noX) 
ss = 3. NAME OF First Middle Last 4. DATE Month Day Year : 
DECEASED ’ OF 
ae C1yp0 oF Print) EDWARD Simpktns KELLER | Pe JUNE 18 1967 
te 5. SEK 6. COLOR OR RACE | 7, MARRIEO al NEVER MARRIEO[] | 8 OATE OF BIRTH 3. AGE (in years | FUNDER YEAR IF UNOER 24S. 
MALE WHITE wioowen [-] DIVORCED [-] | 10-19-04 ast bir aii al Oays Hours | Min, 
10a. USUAL OCCUPATION (Give kindof work done| 10b. KINO OF BUSINESS OR Ti, BIRTHPLACE (County & State, or foreign country) ) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 
KER JEWELRY MARYLAND, ALLEGANY CTY. U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIOEN NAME 
HARRY KELLER EMMA APPEL 


15, WAS OECEASEOEVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. 
(Yes, no, or unkown) | (If yes give war or dates of service) 


NO. 2105-573), 


18. CAUSE OF OEATH [Enter only one coy for (a), (b), and (c).7 


17. INFORMANT Address 


HOSPITAL RECORDS 
INTERVAL BETWEEN 
Cenditions, If any, which (b) 


ONSET ANO OEATH 
¢ 
T 
gave rise to Immediate 


cause (a), stating the DUE TO 7 yy 


underlying cause last. (c) 
PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOTRELATEO TO THE TERMINAL DISEASECONOITIONCIVEN IN PART 1(a) 


PART J. DEATH WAS CAUSEO BY: 
IMMEDIATE CAUSE (a) 


DUE TO 


transit permit. Then please re! 


19. WAS AUTOPSY 
PERFORMEO? 


yes ["] Nog} 


ya 


20a, ACCIOENT WAS _UNOERLYING 
OR CONTRIBUTING [] CAUSE OF OEATH 
(dF EITHER, NOTIFY MEQICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of item 18.) 


20d. INJURY OCCURREO 


While Not While 
at work at work 


20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
factory, street, office bldg., etc.} 


MEDICAL CERTIFICATION 


, that (I) (we) last 


ATTENOIN MED. on (SAR ey 6 ~/9- 4 


DIRECTOR PHYS. 


22d. ADDRESS 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


director, page 3 should be detached for use as the burial 


| OR, WYAND F, DOERNER, M.D. 4i4 N, MECHANIC ST., CUMBERLAND, MD. 
23a. Raat | 2b. OATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town or county) (State) 
Burial 6/21/67 Sunset Memorial Park Cumberland Allegany Maryland 
24. FUNERAL DIRECTOR ADORESS 25a. REC’O BY REGISTI 


wun el W 


“f ia a es 


20m 1/65 7 


MARYLAND STATE DEPARTMENT OF HEALTH 
ee Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


7507 CERTIFICATE OF DEATH aa 


} 


= 


10b. KIND OF BUSINESS OR 1]. BIRTHPLACE (County & Stote, or fareign country) 
INDUSTRY 


10a. USUAL OCCUPATION ve kind of wark dane 12, CITIZEN OF WHAT 
during most of working lite, even if retired) any? 
U.S Ae 


a 3 J. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare admissian) 
53 0. COUNTY 0, sat +f 
=5 Allegany MARYLAND aryland Allegan 
3s B. ay une (ouside corporate jis, © LENGTH OF STAY IN Tb © CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
oy ite and give eh st town 
<5 Cumber Tan /21/1966 Cumberland ey 
Sad a 7d. NAME OF a OR a {If not in hospital, give street address) @. STREET ADDRESS © RARDIN 
sn 
ec Allegany County Infirmary 06 Fayette St. ves CL] no 
ss 3. er First Middle Lost 4 ale Month Doy Year 
EA F 
Sof Nieto) William Lawrence Keller bam June 29 1 67 
Pe SEX 6 COLOR OR RACE | 7. MARRIED -f&] NEVER MARRIED [_]] B. DATE OF BIRTH 9 AGE [In years FUNDER T YEAR [TF UNDER 25 HRS 
2 § piatdon Min. 
& ale White wiooweD [_] overt (]}5/12/1880 ie Y's 
= 
a 
3 
~ 


and in any e 


West Virginia 
14, MOTHER'S MAIDEN NAME 
Henry Keller Margaret Zimmerman 
ens yim BERN, es FORCES? Fe 16. SOCIAL SECURITY NO. 17 WFORMANTP ©. Box 599 @amberland, Md. 
is | Allegany County Infirmary 


pan 3 
13. FATHER'S NAME 


f 


1B. CAUSE OF DEATH (Enter anly one couse per line for (a), (b), gnd (9) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 5 ONSET AND.D 
IMMEDIATE CAUSE (0) ZL CE. teed giyrPs Mes 
DUE TO os Y é f, 
Conditions, if any, which gave ) 4B L a A ho Worse 3 


rise to immediate cause (a), 
stating the underlying couse DUE TO fi “73 * 
last. (9 LLL LLETEL, 


1—$4 LMA « 


EF 
PART Il. OTHER SIGNIFICANT CONDITJONS by ppp TRIBUTING. To DEATH B) OT RELATED JO THE T ‘nang RISE con x IN PART iy "119. We Ta 
A f2 vn 
G. He Yo nthe CLL Sue (2 hes, ves) NO be 


’ 


« 


The law requires thot the death certificote be executed within 24 hours after deot 


| or ottending physician. 
TO FUNERAL DIRECTOR: After this certificote has been signed by the ottending physicion and completely filled in by the funer 


f Heolth prior to buriol, cremation, or remova 


e 3 should be detached far use os the buriol-tronsit permit. Then 


i 


Ne A a a = 
} : SOS Memorial Hospital, Cumberland,Md. 


Pai CREMATION, W3c_ NAME OF-LEMETERY OR CRE 734, AQCATION (Gy pr Town Coun Sate 
(Ea iye SS 23 le went rae © 4h. QO 
\ Ta Bpeceey’ BDRECTOR Dok ey Te. ar REGHFIRAR 5 REGIS SIGNPRE ( os 
Bay g' : 
2 RE! ders, DATE go f i ae 


director, po 


= 
s 
= Ss 
= & | 200. ACCIDENT WAS UNDERLYING CL) 20b. Lk Ae INJURY atte (Enter nature of ay in 7 Part tor Port Ul of item a 
ss = & | OR CONTRIBUTING CICAUSE OF DEATH 
ae Pe % | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
ze = S [20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED We. PLACE OF INJURY (Hame, farm, | 208. (City or town) (County) (State) 
ae = = Hour o.m. While Not While factory, street, affice bldg., etc.) 
23 3S % atwork L) “at work 
a= a a1 Ten that (I) (this haspital) attended the deceased tom 9 24/2966 19__, to £29 J196719__, that (1) (we) lost 
a2 = saw the deceased alive an_4 /29 /39 67 19___, ond thof Geath ‘accutred at M, fram causes and an the date stated abave. 
®S a2 = To, SIGNATUR 7 RiUiQ Fe 22. DATE SIGNED 
a = Ze 6 SIA 
Se 3 Loe MELA MD. ue pHs. ne 30.1946 
azo 
SES "3 
as 2 
S283 
oa a 
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35 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07508 CERTIFICATE OF DEATH AQY 
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
ACKEGany wana || SA MARYLAND = NT “at eGany 
b. CITY OR TOWN (if outside cor rrorale limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


CUMBERLA NB? “eres toe) 22 HRS CUMBERLAND 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS oa: 1S RESIDENCE 
SACRED HEART HOSPITAL 8 WESTVIEW TERRACE ves) no Xl 
; NAME OF First Middie Last 4. oRTe Month Bay Year 
(Type or print) ESTELLA E ° KELLEY | OEATH 6-8-67 19 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED[]| 8 DATE OF BIRTH 9. AGE (In years | IFUNDER a YEAR IF UNDER 24ARS. 
F WHITE wipowen XJ vivorceo [-]| 4=4=10 ges : hd canal Days Hours | Min, 
goa ueea aaa me vemnveuean 10b. Pou RR USINESS: OR Tl. BIRTHPLACE (County & State, or foreign Eel 12. SAE WHAT 
BEAT CIA MILL CREEK, W.VA, 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
LORENZO A, MERRITT MARTHA SHRADER 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT 


e 
(yes, y or unkown) ee 217-1 0-4333 Hose ITAL RECORD COMBERLANR ’ ohove 


18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).3 INTERVAL BETWEEN 


¢ ONSET AND DEATH 
PA ONE Acre Aareaion  MMYocnanins Tv raneTon 


1 


= 


bon papers. Pages 


be executed within 24 hours after death. 


, cremation, or removal, and in any event, within 72 hours 


l-transit permit. Then please remove carl 


/ DUE To 
Cenditions, If any, which (b) 
gave rise to immediate 
cause (a), stating the OUE TO 
underlying cause last. () 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL GISEASECONDITIONGIVENINPART 1(a)  [{19. pee 
DiAatres 1 BLkiT Os ves} No [> 
20a. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part 11 of Item 18.) 


OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED [" PLACE OF INJURY (Home,farm,| 2Df. (City or town) (County) (State) 


Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work at work 


21. I certify that (1) (this hospital) ettencee the deceased from. Boy ,196¢4, 4 = ¥ ,19¢7., that (1) (we) last 


saw the deceased alive o 19 &7 _, and that death occurred ie Ue from the causes and on the date stated above, 
22a. SIGNATURE 22b. DATE SIGNED 
ATTENDING 


wp. PHYS NS (E}“binector C) Buvs. F ol. 6-7 -67 
220. PHYSICIAN'S 22d, ADDRESS 


| NAME (Type)DR, M, GLICK 126 N, SMALLWOOD ST.,CUMB. ,MD.21502 
23a. BURIAL, Ese | Zab. DATE THEREOF | 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


Buea "ey 6/10/67 __ Hillcrest Burial Park Cumberland Allegany Maryland 
24. Burial. DIRECTOR ADDRES: 25a. REC'D BY REGISTRAR | 251 GISTRAR'S NATURE 
VR AIS (4) SS H, Lee Silcox Cumberland Maryland 21502 AUN 14 1967 f c of - 


20m 165 \e = 


MEDICAL CERTIFICATION 


= 
= 
3 
2 
Sj 
2 
@ 
= 
Re, 
> 
=) 
= 
7 
2 
= 
= 
3 
e 
és 
a 
i= 
s 
8 
3 
= 
5s 
= 
& 
‘3 
Fs 
a 
0 
= 
a) 
i 
= 
= 
6 
@ 
= 
s 
> 
e-) 
en) 
oD 
22 
Bae 
£5 
oe 
7 
£3 
3.2 
= 
28 
aes 
s 
ae) 
S& 
ee, 
Be 
£5 
= 
S 
oo 
fw 
@ 
£2 
ee 
BE 
uot 
S 
=i 
so 
26 
oe 
a 
eo 
ce 
32 
as 
bes 
o 
r= 


rr 
s 
= 
3 
@ 
3 
ry 
rs 
= 
~ 
o 
= 
=e 
2 
2 
= 
3 
=a 
® 
te 
= 
= 
@ 
= 
= 
= 
= 3 
= 
a 
= 
= 
a 
o 
= 
oS 
2 
iE 
= 
ee 
—) 
2 
= 
= 
= 
a 
c=) 
= 
o 
= 


director, page 3 should be detached for use as the bu' 
should be filed with the State Dept. of Health prior to burial 


\ 


TO HOSPITAL OR ATTENGING PHYSICIAN: The law requires that the death certificate 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


=k 


2 B%s, 07509 CERTIFICATE OF DEATH 07485 
S 223. 1. PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissiom 
m, iV a. een, a, STATE b. COUNTY 
5 ty ALLEGANY MARYLAND MARYLAND ALLEGANY 
sc eS b. CITY OR TOWN (If outside coi ye limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
e FE & write RURAL and give nearest town) 
3 © 8 CUMBERLAND |_DAY CUMBERLAND Ol} 
oi) Bin Gd. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. Paes aagS 
= sa . 
eee Ss SACRED HEART HOSPITAL 426 FURNACE ST. ves} nol 
a fas 3. NAME DF First Middle Last 4. DATE Month Bay “Year 
= se DECEASED DF 
= 8s (Type or print) ANNA Cc. KIRBY DEATH JUNE 20 19 67 _ 
seus S 5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED []| & DATE OF BIRTH 9. AGE (in a aula? Aue pdt ait 
jonths Is urs . 
8 yz FEMALE WHITE WIDOWED fC] pivorceD[]| 5-28-91 6 yrs. | 
= d si 1Da, USUAL OCCUPATION (Give kind ofworkdone| 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or forelgn country) | 12, CITIZEN OF WHAT 
2 $2 during most of ) life, eygn if retired) INDUSTRY COUNTRY? 
> oe Ss CUMBERLAND, MD. U,S.A 
= is Manne S NAME 14. MOTHER'S MAIDEN NAME 
5 
= JOHN M. RANK ELIZABETH HOWELL 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
NO 218 -38-0408 HOSPITAL RECORDS 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 Hiagadl Ts BETWEEN 
PART I. DEATH WAS CAUSED BY: 
Twas cause gy. CORONARY HEART DISEASE SPEARS 
. / DUE TO 
Cenditions, If any, which (b). 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


& | PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) |19. Pease 
ale = a aL 
tS yes] No 
ie 
i= | 2Da, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part 1 or Part #1 of item 18.) 
§% | OR CONTRIBUTING (| CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
s Hour a.m, While Not While factory, street, office bidg., etc.) 
= p.m. 19 at work at work 
21. { certlfy that (D (this tie “Be ad the 5 from. 19 to. 0 , 1967, that (I) (we) last 
saw the deceased alive o and that death occurred at2_ Rh, from the causes and Dn the date stated above. 
22a. SIGNATURE FA | 22b._ DATE SIGNED 
ATTENDING MED. STAFF 
42 & al M.D. CH Bieter OO SAS 6-20-67 


22¢. PHYSICIAN'S %, ADDRESS 
| NAME (Type) RALPH W, Ae M.D. | 2 GREENE ST CUMBERLAND, MD.21502 


23a. HAL, CREMATION, 23b. DATE THERE ‘OF is OF.CEM ERY “Ci CREMATORY \7i ears sity, town or ra vie) 
Pec! 
é/. 33/6 he BG | hseonrd= 
ee 24. FUNERAL DIREC ed, Sp rr 4 25a. REC'D BY REGISTRAR mas marcel St 
VR AIS Aa) 


STEIN'S FGNERAL HOME 117 oe ay gs SThodUN 2 3 196 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-transit permit. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys 


20M 1/65 


#iARYIAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07510 CERTIFICATE OF DEATH 07486 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare admissian) 


a. COUNTY o. STATE b. COUNTY 
MARYLAND Maryland Allegany 
TTY OR TOWN (If qutside corporote limits, C LENGTH OF STAY IN Ib |] < CITY OR TOWN (If outside carparote limits, write RURAL and give neorest town) 


reginge = Water |" naeanine 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspitol, give street address) d. STREET ADDRESS. 8. Ik RESIDENCE 


Allegany County Infirmary _ ves L] No OG 


3. NAME OF First i Middle ? Doy Year 
five or pit) Galen C. ; 967 
5. SEX & COLOR OR RACE] 7. MARRIED [7] NEVER MARRIED J{}] 8. DATE OF BIRTH 9 AGE ira TF ONDER YEAR TIF UNDER 24 HRS 
Male White wipowed [J pivorceD [J i/ 15/1901 io ae age ea 
1, USUAL OCCUPATION Give kind of work done 1Db. KIND OF BUSINESS OR TI-BIRTHPLACE (County & Stote, or foreign country) 12, CITIZEN OF WHAT 
during most af warking lite, even if retired) INDUSTRY Ionaconing, Maryland COUNTRY? 
13, FATHER'S NAME ; 14, MOTHER'S MAIDEN NAME 
Clarkson Laird Mary Mason 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 17. INFORMAN 20 e ry , 
ice’ 


er ae’ 


japers. Pages 


it wittin 72 hours aft 


im 


lease remove 
and in any eyén 


P 


{Yes,ne, or unknown) [tf yes give wor'or dates ofiserv Allegany County Infirmary repanilax 


18. CAUSE OF DEATH (Enter anty ane cause per line for (a), {bl and (c). INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: AT) 
IMMEDIATE CAUSE (a) 


Conditions, if any, which gave 
tise 1a immediote couse (a), 
stating the underlying couse 
ie ae 
PART II. OTHER SIGNIFI A 19° WAS AUTOPSY 
y by ” PERFORMED? 

é : 


ves (_] NO 
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ate has been signed by the attending physician and completely filled in by the fun 


200. ACCIDENT WAS UNDERLYING CJ 
OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Manth, Day, Yeor 2Dd. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg., ete.) 
atwark [1] otwork 


21. V certify that {I) (this hesoya attended the deceased framae/eo/LIOT, 19___, to |__, thot (I) (we) last 


saw the deceased alive on 19___, ond thot deoth occurred at_Ave _M, from causes and on the date stated above. 


MEDICAL CERTIFICATION 


After this certi 
e 3 shauld be detached far use as the burial-transit permit. Then 


a Arte fi eo e ” SAFE € 22b. DATE SIGNED 

ae Ve. MD. PHYS. K) piecror Kl tus Ga] 6/15/1967 
Pid. ADDRESS emorial Hos or 

/ Topper, M. D. home H aa, Pennsylvania 


20. BURIAL, CREMATION, 7b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (State) 


CATS 1667 | Burial Memorial Park 


24. FUNERAL DIRECIOR ‘ADDRESS 
George Eichhorn Lonaconin 


led with the State Dept. of Health priar ta burial, crematian, ar remova 


: 


shauld be fi 


Page 4 may be retained by the haspital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


TO FUNERAL DIRECTOR: 


directar, pa 


ffice alang with form PM3. Page 


3 


ghd 2 with the State Department af 
Prevent within 72 haurs after death. 


in Item 18. Give Pages |, 2, and 3 ta 


This certificate shauld be executed within 24 hours after death. oe 


please execute the certificate, writing the ward “pending” in pen 


director. Page 4 should be farwarded to the Chief Medical Examine) 


Health or its designated agent, prior ta burial, cremation, ar remaval, and in o 


5 may be retained for your files. 
TO FUNERAL DIRECTOR: Poge 3 shauld be used as a burial-transit permit. File pa 


necessary, 
the funeral 


TO DEPUTY &. EXAMINER 


VR AISME (5} 
6M 1/66 


OF514 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


6748 


7 


|, PLACE OF DEATH 
o, COUNTY 


‘Allegany 


b. CITY OR TOWN (If outside corporote limits, 
write RURAL and give neorest town} 


Cumberland 


c. LENGTH OF STAY IN Ib 


o. STATE 
MARYLAND Maryland 


b. COUNTY Allegany 


2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 


Corriganville 


CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town} 


100. USUAL OCCUPATION Gs kind of work done 
ka of working life, even if retired) 
ousewife 


Ob. KIND OF BUSINESS OR 
TR’ 


NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) STREET ADDRESS oi RSDENE 

__Memorial Hospital. ves (] no 
WARE OF Fist Middle Tost «DATE Month Doy Year 

A 

CAE in) — Mary Jane Lepley ohm dune 8, 1967 9 

5 SEX 6 COLOR OR RACE | 7. MARRIED [3] NEVER MARRIED [-]] 8. DATE OF BIRTH 7 ROETn Bra) TEE YEAR FUNDER OHS 
. t birthdo it fours | Min. 

Female White wipowed (-} oivorceo [| May 13, 1909 aR ci | cata ae a 


13. FATHER’S NAME 


Oliver Bnerick 


\ WAS DECEASED my i i US ARMED Fone f , 16. SOCIAL SECURITY NO. 17. INFORMANT 
‘es, No, Oo jown) |(If yes give wor or dates of service 
wore | 217-14. 


14. MOTHER'S MAIDEN NAME 


TT. BIRTHPLACE (Stote or foreign country) 


Fairhope, PA. RD#F1L 


COUNTRY ? 


12. CITIZEN OF WHAT 


USA 


Minnie Rebecca Clites 


Louis Lepley, Corriganville, 


Address 


Ma. 


PART |. DEATH WAS CAUSED BY. 
, IMMEDIATE CAUSE (a) 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c]) 


Coronary Occlusion 


td i DUE TO 
Conditions, if ony, which gove (b) 


Coronary Sclerosis 


tise 10 immediote couse (a), 
stoting the underlying couse DUE TO 
est ad @ 


INTERVAL BETWEEN 


Stats" 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o} 


Diabetes Mellitus 


YES 


O 


19. WAS AUTOPSY 
PERFORMED? 


xo 


200. EXTERNAL CAUSE WAS 
PRIMARY CJ or CONTRIBUTING CJ 
CAUSE OF DEATH. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


20c. TIME OF INJURY Month, Day, Yeor 
Hour o.m. 
p.m. 19 


MEDICAL CERTIFICATION 


death resulted fram: 


ACTUAL 
SIGNATURE 


EXAMINER'S 
NAME (Type) 


20d. INJURY OCCURRED 


21. [certify that | took charge of the remains described obave, held an Autopsy [_], 


Natural causes Accident (J, 
t 


BENEDICT SKITARELIC, M.D. 


2e, PLACE OF INJURY (Home, form, 20f. 


foctory, street, office bldg., etc.) 


oO 


(City or town) 


CHIEF MEDICAL EXAMINER [_} 
‘Mp. ASSISTANT MEDICAL EXAMINER [_] 
peruvy wepical examineR KJ) June 7, 


Address (Street, city, town, or county} 


{County} 


Inspectian §X], Inquiry fx], 
Suicide [], Homicide [7], Undetermined manner (_] 


230. BURIAL, CREMATION, 23b. DATE THEREOF 


REMOVAL (Specify) 
Bes 


JAME OF CEMETERY OR CREMATORY 


June it 1967 Comps Cemetery 


ADDRESS 


73d. LOCATION (City or Town} 
dman Somerset Co., Pa. 


Eas Peer 


(County) 


(Stote) 


and in my apinion 


22, DATE SIGNED 


1967 


(Stote} 


ee Hyndman, Pa. 


De wil So} 


2 


Then please remave car! 


, cremation, ar remaval, and in any event, 


| or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and complete 


je 3 shauld be detached for use as the burial-transit permit. 


filed with the State Dept. of Health priar ta buri 


iN 


director, p 
should be 


€ 
S 
3 
oa 
5 
= 
5 
ra 
2 
2 
ae 
= 
a 
& 
es 
= 
3 
2 
4 
Z 
z 
* 
3 
2 
8 
£ 
2 
= 
s 
£ 
3 
3 
3S 
@ 
J 
S 
= 
2 
4 
2 
ia 
= 
z 
2 
2 
= 
= 
z= 
= 
uo: 
a 
Fa} 
= 
a 
oO 
z 
a 
=z 
a 
rd 
a 
= 
x 
o 
mi 
= 
= 
a 
a 
So 
= 
i=] 
2 


Page 4 may be retained by the ho: 


VR ATS (4) 
SBM 7 


MEDICAL CERTIFICATION 


~ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07518 CERTIFICATE OF DEATH 07488 


f. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 


0, COUNTY Ji degexiy ae o. STATE thigtand b. COUNTY Allegeny 


b. CITY OR TOWN (If outside corporote limits, ¢. LENGTH OF STAY IN fb | ¢. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town) 


wets ternportk 60 yrse. Westernport : 


@. NAME OF HOSPITAL OR INSTITUTION (If not in hospitl, give street oddress) © STREET ADDRESS 7 7 RSTRNT 
105 First Street. 105 First Street ves CL] nox] 


3. NAME OF First Middle Lost DATE Month Day Year 
ype or print) Norman Gilbert Linkewiler beaTH = dune 17 @ 


S. SEX 6. COLOR OR RACE 7. MARRIED GE] NEVER MARRIED [] | 8 DATE OF BIRTH [ AGE (2 yeors TFUNDER 1 YEAR [IF UNDER 24 ARS. 


Male | White woown [] ower 1] prs 5, 1907 |60" yw |" 


f00. USUAL OCCUPATION (Give kind of work done | 1b. KIND OF BUSINESS OR £1. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT 


during most of working life, even if retired) INDUSTRY , COUNTRY ? 
ner. Goal Westernport, Maryland UnSehe_ 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


James D. Linkswiler Mageie Mae Reeves: 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? £6. SOCIAL SECURITY NO. 17, INFORMANT Address 
(Yes, no, or unknown) {If yes give wor or dotes of service 


no P16—079635, Mrg. Norman. Linkswiler, 105 First St, _ 


18. CAUSE OF DEATH (Enter only one cause per line for (0), (b), and (c).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: a) . iE] AND DEATH 
IMMEDIATE CAUSE (0) Chemie Myzg 


DUE TO 
Conditions, if ony, which gove (b) 
tise to immediote cause (0), 
stoting the underlying couse pUETO 
ic) ae 0 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NQT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) £9. Le 


Si Mvegsy's rs) 80 ef 


200. ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Port Il of item 1B.) 
OR CONTRIBUTING (1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INIURY Month, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour” o.m. While Not While factory, street, office bldg,, etc.) 
p.m. 9 ot work O ot work O 


21. | certify that (I) (this haspital) attended the deceased fram wy 10_,19fo3, to_ Tiare , 1907, that (1) (we) last 
saw the deceased alive an. 9422, and thot deot! accurred at a 70PM, fram causes and on the date stated above. 
220. SIGNATURE stave ma AG 22b__DATE SIGNED 
RL th Brit MO, PHYS A orecror OO pas, OO] Jenne /9 1962 
2c. PHYSICIAN'S 22d. ADDRESS 


wwe) — Pau] Re. VA / con Ab | Piedmont W ba, 


230. BURIAL, CREMATION, 23b. DATE THEREOF 7| ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 


REMOVAL (Specify) dune 20,1967'| Philos Cemetery We se fd oa itty Meg — 
E.S.Boal, Westernport, May, [uN 90. 1967 Chomnlig 


24- FONERAE PARECTOR 


EA Dowd 


MARYLAND STATE DEPARTMENT OF HEALTH 


200. ACCIDENT WAS UNDERLYING C) 
OR CONTRIBUTING CI CAUSE OF OEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Ooy, Yeor 
Hour o.m. 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


20d. INJURY OCCURRED 


While -— NotWhile 
ehiverkled atwork JL) 


Mal) attended the decegsed fram, ‘19. 
, and that death accurred at 


‘20e. PLACE OF INJURY (Home, form, 
fottory, street, office bldg., etc.) 


20f. — (City or town) (County) (Stote) 


MEDICAL CERTIFICATION 


—<—. |] - Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
97513. CERTIFICATE OF DEATH ’ 
See 
2s . PLACE OF OEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 
s o. COUNTY 0. STATE b. COUNTY : 
s Allegany MARYLAND Maryland Allegany 
BM 3S B. CITY OR TOWN (If outside corporote limits, © LENGTH OF STAY IN Tb © CY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
- =o 2 write RURAL and. jive nearest town) 
$ ze Midland Midland obs 
@ “ i @. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS © 5 RSDENE 
= E 
= 4 ves [J no 
te, . NAME OF First Middle Lost 4 BATE Month Doy Year 
= pe. DECEASED | 
2 BSE (Type or print) OEATH 
ek © COLOR OR RACE] 7. MARRIED VER MARRIED 8. DATE OF BIRTH 9. AGE (in Tia 
s §g6 Pele O Mp aphion Min. 
x Ete = White wioowto ([] owvorceo [7] 2 1900 
2 see a USUAL ei kind of ori 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign ze 12. EON oF WHAT 
es uring gost of working litg, even if retire aa 
2 §82 Retired Miner Mine Vale Summitt, Md U.S.A. 
Zz gas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= £c 
ae ee Noah Loar Violet Morton 
« §£ 15. WAS DECEASED EVER IN U.S. ARMEO FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT ‘Address 
os 2s (Yes, no, or unknown) |{(If yes give wor or dotes of service} 
3 BE F -01-6661| Mrs,.Viola Loar Midland, Md, 
2 Syst 1B. CAUSE OF OEATH (Enter only one couse per jine for (0), (b), INTERVAL BETWEEN 
2 ie PART |. OEATH WAS CAUSEO BY: ONSET ANO DEATH 
Bess IMMEDIATE CAUSE (0) 
. ice DUE To 
£22 Conditions, if ony, which gove ) 
sé 2 tise to immediote couse (0), DUET 
= = stoting the underlying couse ° 
z Ea fost. @ 
Pi 2 — 
ef ¥ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONOITION GIVEN IN PART 1(0) 9. WAS AUTOPSY 
= oem 
Se ves] No C] 
5 
& 
= 
3 
ps 
= 
s 
= 


ATTENDING MED. STARE aly 
wa pirecror () pays. C] & | (Ax G / 
aS 


LON ACINING MD. 


23d. LOCATION (City or Town) (County) (Stote] 


je 3 shauld be detached far use as the burial 


uld be fied with the State Dept. of Health priar ta burial, crematian, ar remava 


2 


Te. PHYSICIAN'S 
NAME (Type) 


230, BURIAL, CREMATION, 23b. DATE THEREOF 


REMOVAL (Snarify) 6/19/196 


24, FUNERAL DIRECTOR AODRESS 


George Eichhorn Lonaconing, Md. 


Page 4 may be retained by the hospital ar attending physician. 


TO FUNERAL DIRECTOR 
Pp 


directar, 


__sha 


e 
2%. REGISTRARS SIGNATURE 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


250. REC'D BY REGISTRAR 


oN 19 1967 


% 
38 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21207 


Pr "y 
07514 CERTIFICATE OF DEATH 07490 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before Gdmission) 


ul ALLEGANY MARYLAND oSuIE MARYLAND ON ALLEGANY 


b. CITY OR TOWN (If autside carparate limits, | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest town) 


write RURAL ond a nearest town) > WEEKS FROSTBURG: 


d. NAME OF HOSPITAL OR INSTITUTION {If nat in haspital, give street address) d. STREET ADDRESS. 8 as 


MINERS HOSPITAL 224 EAST MAIN STREET | s LJ xo(h 


|. NAME OF First Middle 4. DATE Month Day Yeor 
DECEASED | OF 
{Type print) RUTH _BEATRICE data JUNE 26: 67 
§. SEX 6. COLOR OR RACE 7. MARRIED. & NEVER MARRIED =) B. DATE OF BIRTH 9. AGE @ years 
last birthday) 


FEMALE WHITE wipowed [_} Divorced [_] 1907 | 60 yrs 
‘(cabal ASE gy ear era TOb. KIND OF BUSINESS OR {county & Store, o foreign country) 12. CITIZEN OF WHAT 
during most af working lite, even if retired) 


HOUSEWIFE OWN" HOME Z@THLMAN, MARYLAND GNA. 


T3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
IENRY STEELE DAISY MUSBITER 
te eee ae ity U.S. ARMED i, f oni) 16. SOCIAL SECURITY NO. 17, INFORMANT RE B - 9 a 
es, NO, OFUNKNGWN, yes give wor or dates af service 

NO MR.. GEORGE LOCKARD, 22% E.MAIN STREET 
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b) and {c).) a 

PART |. DEATH WAS CAUSED BY: ao vy, ta oe 

, IMMEDIATE CAUSE {a) 
DUE TO " 2 

Conditions, if any, which gave ) (Biel eg Ae OI d 


tise to immediate cause (a), 


stating the underlying cause DUE TO = i 
lt a Sead Q ie 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. Ebel 


yes [_] NO 


papers. Pages | ‘ome 
ithin 72 hours after deoth. 


tronsit permit. Then please re 
|, remotion, or removal, ond in an’ 


igned by the ottending physicion and (6 


e 3 should be detached far use os the buriol 


cy 
= 
3S 
v 
2 
| 
3 
13 
= 
a 
es 
a 
3s 
3 
2 
= 
S 
& 
x 
> 
co 
=o 
a 
3 
s 
& 
mt 
3 
a 
3 
2 
= 
3S 
= 
“ 
= 
3S 
=a 
2 
= 
& 
2 
oe 
= 


‘200. ACCIDENT WAS UNDERLYING C) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port 1 or Port II of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year ‘20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, farm, 20f. (City or town) {Caunty) {State) 
Hour While Not While factary, street, office bldg., etc.) 
otwark LI) otwork OC) 


21. | certify that (1) (this hospital) attended the deceased fram_}4a-ch—4 WG Atay 2, 19427 that (1) (we) last 
saw the deceased alive an. 19 and that death accurred at , fram causes and an the date stated above. 


‘ 
ATTENDING MED. STAFF 
awe MD. _ PHYS. orecron CI pays. O 


‘22d. ADDRESS. 


“antee) JOHN B. DAVIS, M.D. 2 BROADWAY, FROSTBURG, MARYLAND 


Bo. Bis a eaRT 23b. DATE THEREOF 23d. LOCATION (City or Town) (County) (Stote) 
BuR TAY” une29,1967 |FROSTBURG MEM. PARK | FROSTBURG MARYLAND 


| PRARESYY| Skew HAPER-SOWERS FUNERAL HOMigf Ro" \gg7> oCeneg~a 
\ DATE 


MARILOU.M. SOWERS 60 W.MAIN,FROSTBURG 


After this certificote has been si 
MEDICAL CERTIFICATION 


led with the State Dept. of Health prior to burial 


TO HOSPITAL OR ATTENDING PHYSICIAN 
Page 4 may be retained by the hospital or attending physician. 


, po 
shauld be fi 


TO FUNERAL DIRECTOR 
director, 


ve 


35 
zz 

a 
ECs 


. 1 MARYLAND STATE DEPARTMENT OF HEALTH 


— DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
ztyl 07515 CERTIFICATE OF DEATH 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased fived, If institution: Residence before admission) 
22 —* a, STATE b. COUNTY 
Eee b. CiTY OR TOWN (if JALLEGANY ara M 
#85 ARYLAND ALL EG ANY 
Bee LT ia cree corporate, limits, c. LENCTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate Iimlts, write RURAL ant fe nearest town) 
£8 co L7_DAYS ‘i 
e@ vase aes P d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET AOORESS e. pede 
=o A} f 
ee! _SACRED_HEART_HOSP}TAL BOX _173 Park Ave, yes] nol 
ma 3. NAME OF First Middle Last 4. DATE Month Day Year 
sty DECEASED avy OF 
eso ype or prin’ B DEATH 19 
8 ws 5. SEX 6. COLOR OR RACE | 7, MARRIEO fi] NEVER MARRIEO[] 8. DATE OF BIRTH 9. AGE Tepeats IEUADES ee EOS ine 
6 i 
Bee MALE WHITE wivoweD [-] oivorceD [-] 4-22-39 28 yrs. Seal Se | eee 
es 10a. USUAL OCCUPATION (Give Kind of work done | 10b. KIND OF GUSINESS OR TI. BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT 
S25 during most tan, life, even if retired) COUNTRY? 
5 Cus to 
os 5 ernal Onganzin ALLEGANY CTY, MARYLAND U.S.A, 
£cs3 13. FATHER'S sane 14. MOTHER'S MAIOEN NAME 
ae GUY MARTIN Esther Dickel 
eco 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. INE i Address Md. 
S26 (Yes, no, or unkown) | (Ifyes ive war or dates of service) 
ge® ne™” | 2 12-38-6538 |" HOSP ETAL Rel AES" Box. 173. Conné wrigansville, 
s 
Eo3 18. GAUSE OF DEATH [Enter only one cause per ling for (a), (b), and (c).] INTERVAL BETWEEN 
are PART |. OEATH WAS CAUSED BY: w: x 
38s IMMEDIATE CAUSE (a) Caren poeple | peer 
Sr 


DUE TO ~ 
Do Conditions, if any, which ©) f Racine KK. Arto ff 5 222, 
5 gave rise to Immediate 
2 cause (a), stating the OUE TO 
o underlying cause last. () 
“A PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATEO TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(2) 19. BS AS AUTOPSY 
2 a 
8 a ves FI NO 


20a. ACCIDENT WAS UNDERLYING al 20b. DESCRIBE HOW INJURY OCCURRED. (Entor nature of Injury In Part | or Part 11 of Item 18.) 
OR CONTRIBUTING [| CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m, 
p.m. 19 


21. 1 certify that (1) (this hospi 
saw the deceased alive on. 


20d. INJURY OCCURRED 


while Not While 
at workL_] at work 


ended the deceased from 
par 19 ©"? and that 


20e. PLACE OF INJURY (Home, farm, 


20f. {City or town) (County) (State) 
factory, street, office bldg., etc.) 


MEOICAL CERTIFICATION 


, 192, that (I) (we) last 
causes and on the date stated above. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certi 
should be filed with the State Dept. of Health prior to burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 
director, page 3 should be detached for use as the bur 


22a, SIGNATURE SIGNED 
Yd BPA PSs <O™~ no, PNSNS CT lector C] PHYS. ols Lakddicaad aes 
ie, PHYSICI 22d. NOORESS 
f [_MME@PDR, JAMES G, STEGMAIER 122 S, CENTRE STREET, CUMBERLAND, MD _ 
23a. BURIAL CREMATION, p.OATE THEREOF la NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
Bue 6/21/67 Restlaum Mom, Gardens C Md, 


25a. REC’O BY REGISTRAR 


oa UN 2 3 1967 


25D. 


24. FUNERAL DIRECTOR ADDRESS 
vane oth H, Wayne George Cumberland, Maryland 


20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


M 09516 CERTIFICATE OF DEATH 07492 _ 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: es | efare admissian) 


0. COUNTY Alle gany ASTON a. Maryland b. COUNTY egany 


b. CITY OR TOWN (If autside carparate limits, «. LENGTH OF STAY IN 1b «. CITY OR TOWN (If outside corparate limits, write RURAL and give nearest tawn) 


write RYRaL poeewensaarss er") | Moscow hi 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) d. STREET ADDRESS 3 e. IS RESIDENCE 
r ON_A FARM? 
Miners Hospital ves [] No 


NAME OF First Middle 


* DECEASED HAZEL MATTHEWS “On 6/ 177i967 ‘i 5 


(Type ar print) DEATH 
S. SEX 6. COLOR OR RACE 7, MARRIED 4E7] NEVER MARRIED [] | B. DATE OF BIRTH 9. AGE § years [FUNDER | YEAR | TF UNDER 24 HRS. 


Female| White | wows 0 oivorceo [1] gore) Days | /RreREg) [Are 


10a. USUAL OCCUPATION vse kind of wark dane | 10b. KIND OF BUSINESS OR - BIRTHPLACE (Caunty & State, or foreign country) 12. USK’ WHAT 
US? 


the funer 
ages | 


Ahaurs after fle 


d in b 


bon popers. 


ose remove cor! 


during ml work warped INDUSTRY West Virginia 
3, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Louis Smith Rose Bradford 


Ie WAS DECEASED EVE| Hu US. ARMED Bs ane 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
{Yes, na, ar pee Kf yes give war af dates of service None Edward P, Matthews ‘ Mo scow, MD, 
1B, CAUSE OF DEATH (Enter anly ane couse per line far (a), (b), and (c).) . INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a) eu 7s 5 


Y DUE TO 
Conditians, i any, which gave 6) Corer 
tise to immediate cause (a), DUE TO 
stating the underlying couse cs 
ey ana Bd o 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. Ee 


ves [_] NO 


hen 


pt. of Heolth prior to buriol, cremation, or removol, and in any event, 


1 


I-transit permit. 


20a. ACCIDENT WAS UNDERLYING CL) ‘205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 1B.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year ‘20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (State) 
Hour a.m. While Not While factary, street, affice bldg., etc.) 
pm. 9 atwark ]atwark CL) 


21. | certify thot (I) (this hospjtol} attended the deceased fram ALE , 19.69, to A , 192, thot (I} (we) last 


After this certificote has been signed by the attending physician and completely 
MEDICAL CERTIFICATION 


saw the deceased alive on 19.6%, and that deoth accurred ot454°4M, from causes and on the date stated above. 


Za. SIGNATURE ‘ “I 22 DATE SIGNED 


ATTENDING £0, STAFF 
[At ye mo. pHs. oirector CI avs. 0 19,4 


‘Tc. PHYSRIAN ¢ 22d. ADDRESS 3 


NAME (Type) A.P rong i ; a 5r - Frost bye Med. 
230. BURIAL, CREMATION, 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Tawn) (County) {State) 
OPT aL 6/19/1967| Laruel Hill Cemetery Moscow, Md. 


24. FUNERAL DIRECTOR ADDRESS 2a. REC'D BY REGISTRAR pt REGISTRAR'S aoe 
|___George Eichhorn Lonaconing, Md. dll 20 196/_yoterv Je) 


@ 3 should be detached far use os the bu 


should be fled with the State De| 


= 


director, 
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Poge 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR 
po 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


02517 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 07493 


ih nace OF DEATH 


*“Aiiegany 


2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


o. STATE b. COUNTY 
land Le; 


MARYLAND 


write RURAL ond give nearest town) 


Cumberland 


b. CITY OR qe (If outside corporote limits, 


© CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 


| © LENGTH OF STAY IN Tb 
Cumberland 


13 Years 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) 


@ Ik RESIDENCE 
ON A FARM? 


ves (_] 


d. STREET ADDRESS 


» PECEASE SED 
{Type oF print) 


ith the Stote Deportment of 


~ 
beceg 


during r Pea life, even ae tas 


Msician & Evangeli 


i SEX COLOR OR RACE 
Sl eashiie White 


\Do. USUAL OCCUPATION ice kind of work done 


1Db. KIND OF BUSINESS OR 
ee 
ssiona 


9. AGE 


1s91_| % 


11. BIRTHPLACE (Stote or foreign country) 


7 MARRIED Oo NEVER FED (fz BY DATE OF ORTH 


iG yeors 
widoweD 3{X] pivorceD []] June 16, 


irthdoy) 
ys. 


12. CITIZEN OF WHAT 
COUNTRY ? 


13. FATHER’S NAME 


Waterloo, Towa 
14. MOTHER'S MAIDEN NAME 


Franklin H, McCartney i 


[e] 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 


Address 


5 16. ei SECURITY NO. 17. INFORMANT 
(Yes, no, or unknown) (" yes give wor or dotes of service] 
N e, 502 Montreal Avenue 


PART |. DEATH WAS CAUSED BY: 

“fe “4 
Condilions, if ony, which gove 
tise to immediote couse (0), 


stoling the underlying couse 
— 


18. CAUSE OF DEATH (Enter only one couse per line for (0), {b) 
IMMEDIATE CAUSE {0) 
DUE TO 


{b) 
DUE TO 


© 


INTERVAL BETWEEN 


d 
pope) ATH 


CORONARY OCCLUSION 
CORONARY SCLEROSIS 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l{o} 


19. WAS AUTOPSY 
PERFORMED? 
ves (_] no (¥% 


2Do. EXTERNAL CAUSE WAS 
PRIMARY CI or CONTRIBUTING C1 
‘CAUSE OF DEATH. 


Wb. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item IB.) 


2Dc. TIME OF INJURY Month, Doy, Yeor 
Hour o.m, 


m, 


MEDICAL CERTIFICATION 


death resulted from: 
ACTUAL 
SIGNATURE 


EXAMINER’ 
NAME (Type) 


19 
21. V certify that | taak charge of the remains described above, held on Autopsy [_], 
Natural causes [1], 


BENEDICT SKITARELIC, 


7a. INJURY OCCURRED 
While — Nol While 
otwork LJ ot work 


2De. PLACE OF INJURY (Home, form, 20t 


foclory, streel, office bldg., elc.) 


{Cily or town) (Counly) 


Oo 


Inspection [Inquiry [KX], and in my opinion 
Hamicide [_], Undetermined manner [_] 

CHIEF MEDICAL EXAMINER (J 

ASSISTANT MEDICAL EXAMINER [_] 22:ATATE STONED, 

peputy meoica examiner KK June 25, 1967 


M.D. Address (Street, city, town, or county) Gumber land, | 


Accident (_], 
/ 


Suicide J, 


. 


230, BURIAL, CREMATION, 


Mah 


Heo!th prior to buriol, cremation, or removol, ond in any event within 72 hours after d 


23b. DATE THEREOF 


2c. 


7 |D: 


NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City or Town) (County) (tote) 


s Memorial Park Near Cumberland,AlLegany, Md, 


24, FUNERAL DIRECTOR 


John J. Hafer,Jr 


0" Balti 


A 


ESS, 250. REC'D BY REGISTRAR 25b, REGIS Td SIGNATU, e 
- Cumberland , Mal. eI UN 28 19 


1 


FOR STATE 
HEALTH DEPT. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


O7518 . | MEDICAL EXAMINER'S CERTIFICATE OF DEATH () 7494 


‘ s Se CHIEF MEDICAL EXAMINER [_] 
SraNaTuR Cd M.o, ASSISTANT MEDICAL EXAMINER 5) od 


DEPUTY MEDICAL EXAMINER “ 


Rae Ciype) EENEDICT SKITARELIC, M. Dd. Address (Street, city, town, or county) AD % CUMBERLAND, } »D 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 


RAL” | JUNE 12 167 


23c. NAME OF CEMETERY DR CREMATDRY 


JOHNSON CEMETERY 


23d. LDCATIDN (City, town or county) (State) 


GARRETT COUNTY, MARYLAND 


retained for your files. 


TO DEPUTY MEI 
director. Pa 


ce PLAGE | pF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
‘ ? a, STATE b. COUNTY 
+s ALLIEGANY MARYLAND MARYLAND GARRETT th 
= S38 b. CITY OR TOWN (if outside cor] paeate limits, ¢. LENGTH OF STAYIN 1b | c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
g 25 write RURAL and give nearest! mn) 
fe 3. FROSTBURG DOA FROSTBURG 
> ge d. NAME OF HDSPITi R INSTITUTION (If not In hospital, give street address) |) d. STREET ADDRESS 6. TS RESIDENCE 
@ S Oc 
gee 2277 MINERS HOSPITAL RT. 2 ves ]_No 
sz a2 3. NAME OF First Middle Last 4. DATE Month Day Year 
32. 
zeae 28 (Type oF brat MARTHA ELIEN McKENZIE a arr 
“<a £2 5. SEX 6. COLOR OR RACE 8. OATE OF BIRTH 5. AGE (In years |IFUNOER 1 YEAR|IF UNDER 24 HRS. 
=25 =e 7 Aes EO Ee AVES pas FED] wa bree Months | Days | Hours | Min, 
Sa2 uF FEMALE WHITE wipoweD [] Divorceo[] FEB. 24, 1904. 63 
= 
ses m4 = 10a. USUAL OCCUPATIDN (Give kind of workdone| 10b. KiND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn So ie 12. CITIZEN OF WHAT 
set NS during me & os ; ae If retired) INDUSTRY oO. COUNTRY? U.S.A 
se {ES MARYLAND 
Ou eWele 
oo = 7m 
Pad 13. FATHER'S NAME 14, MOTHER'S MAIOEN NAME 
eas 
Zee. oe GEORGE CATON NANCY ALBRIGHT 
3-5 = 5S Bs DECEASED aaa US. ARMED FORCES? 16. SOCIAL SECURITYNO. | 17. INFORMANT Address 
a far jes of service, 
ge~ 25 . | 216=22-5441 CLARENCE McKENZIE, RT. 2, BOX 462, FROST G; 
= eS gE 18. CAUSE OF DEATH [Enter only one ceuse per line for (a), (b), and (c).1 INTERVAL A 
soe Wi: Sa PART |. DEATH WAS CAUSED BY: = 
2-5 25 IMMEDIATE CAUSE (e) 
S25 55 ‘g DUE TO 
ses se Conditions, If any, which (). ¢ 19 R27 a a i Sefe LOS 1S 
S82 56 gave rise to Immediate 
z= 425 ceuse (a), stating the DUE TO 
Bre oa underlying cause lest. = 
Pes ie & | PARTI OTHER SIGNIFI OTHER STGNTFICANT CONDTTTONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART1() |19. WAS AUTDESY 
Zo 32 = 
85> Ye 53 ves] _ No 
= w= 2s © | "20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part IT of Item 18.) 
Lede me & lenge Ie CONTRIBUTING o | 
2 Ba 
2EsS 2. = =f 
é ce ae = | 20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Home, farm.) 20f.  (CMy oF Town) (County) (State) 
eal oo 3 Hour a.m. while Not While jactory, street, office bidg., etc.) 
zee gs ry Aun 19 at work[_]_ at work 
=Et~ & 21. | certify that | took charge of the remains described above, held an Autopsy {_], Inspection <j, Inquiry Pq, and in my opinion 
Saas os ot 
eee death resulted from: Natural causes [Px], Accident {"], Suicide [_], Homicide [_], Undetermined manner [_] 
2 ae 2 
75S 
3a58 
ses 
3 
Sse 
= i=) 
2 


ot Health or its designated agent, 


s 
> 
z 
Sg 


24, FUNERAL OIRECTOR ADDRESS | 52. FF 7D BY 14 1967 25b. REGISTRARS SIGNATURE 


a | JOSEPH R. DURST, SR., FROSTBURG, MDo | owe 14 196 $etmbtg Yorage. 
“Sf 


eS 
g 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
7519... STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ar O751 CERTIFIC F_DEATH 07495 
SEs 1 PEACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
avs a. COUN a, STATE b. COUNTY 
‘273 "ALLEGANY MARYLANO MARYLAND ALLEGANY 
Swe oh D. CITY DR TOWN (if outside corporate limits, | c. LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and glve nearest town) 
bee write RURAL and give nearest town) 
g cvs CUMBERLAND 15 DAYS CUMBERLAND 
Ze ain d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET AOORESS 8. 18 RESIDENCE 
ae ol J 
v See SACRED HEART HOSPITAL 406% FURNACE ST,,CUMB., MD. ves [_]_no [Xl 
= SS= 5. NAME DF First Middle Last 4 DATE Month Day Year 
= eRe (Type or printy PETER ¢, MECONI DEATH JUNE 14 19 67 
3 2s 3, SEX &. COLOR OR RACE 7, waRRieO K] NEVER MARRIEO[] | & DATE OF BIRTH 3. AGE Bi TFUNDER 1 YEAR IF UNDER 24 HRS. 
Gs MALE WHITE wiooweo [] pivorceo [J ke th~1900 porns Oays Hours | Min. 
Se a | = aM | IC RNTSRCEE meres marae [I EL WT 
s Bee STORE OWNER LUCCA, ITALY Bat ee 
$8 #2 13, FATHER'S NAME 14. MOTHER'S MAIOEN NAME 
= 2 ANASTASIA FRANCESA 
=o 15. WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
22 (Yes, no, or unkown) | (If yes give war or dates of service} 
BE 214-32-2909 | HOSPITAL RECORD 
= bee: 18. CAUSE DF DEATH [Enter only one cause per Ine ni INTERVAL BETWEEN 
< PART |. OEATH WAS CAUSEO By: GREMTC"POISONING ONDET\ANIRDEATH 
3S " IMMEDIATE GAUSE (2) 
os ] \ ovevo GASSROINTESTINAL HEMMORHAGE 2 WKS 
Condit ions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the VETO SEVERE ANEMIA WITH THROMBOCYTOPENIA 4 WKS, 


underlying cause last. 


PARTI OMBONT CC cBET ENS SONTaBUTING FF ae é SCLEROTIC ID GERRY DT Sease ON DITION GIVEN IN PART 1(a) 


20a. ACCIOENT WAS UNDERLYING 

DR CONTRIBUTING [j CAUSE DF DI 

(IF EITHER, NOTI EDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 

p.m. 


19. WAS AUTDPSY 


PERFORMED? 
ves []__NO rH 


20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part 11 of Item 18.) 
NONE 


20e. PLACE OF INJURY (Home, farm, 
factory, street, office bidg., etc.) 


20d. INJURY OCCURRED 
While Not While 


at_work at work 
21. I certify that (1) (this hgspitaD attended the deceased from__..“ " _, —", that (1) (we) last 
sawhe deceased alive on. Ke Te 1 a) , and that death occurred x Suse 1b m the causes nie on the nthe date stated above. 


22a. ATUR jb. | GATESIGNED 
pes A \atter-eey 77 arrenoine ft MED. STAFF = sy 
M.0. PHYS, _]_oirector [1] Pays. 
SAAYSICIAN'S 22d. ADORESS 
IAME (Type) | 


ee ee M.D. 140 BEDFORD ST,, CUMB,, MD, 21502 


23a, BURIAL, CREM 23. E OF CEMETERY ‘DR (i ATORY \7 LOCATION (Cify, town ? as ie, 
N DURE flit su 250, REGISTRAR'S SIGNATURE 


20f. (City or town) (County) (State) 


State Dept. of Health prior to burial, cremation, or removal, 


MEDICAL CERTIFICATION 


19 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL OIRECTOR: After this certificate has been sig 


director, page 3 should be detached for use as the buria 
hould be filed with the 


iL DIRECTOR 


EMOVAL (Sp 
VR AIS (4) 4 | a 
20M 1/65 =a : oe 


Ey 


neral 


Pages] 


MARYLAND STATE DEPARTMENT OF HEALTH 
Divisian af STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07520 


CERTIFICATE OF DEATH 


67496 


|. PLACE OF DEATH 
0. COUNTY 
MARYLAND. 


ervany 


2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 
o. STATE b. COUNTY 


b. CITY OR TOWN (If autside ‘arparave limits, ¢. LENGTH OF STAY IN Ib 
write RURAL ond give nearest town) 


ipo et “y 4 Dave 


a. NAME OF HOSPITAL OR INSTITUTION {If nat in hospitol, give street address) 


Allegany Ma 
¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 
£ eer {, f 
rn saw: MES A 

d. STREET ADDRESS 4 e. IS RESIDEN 


ON_A FARM? 
yes _] no Ly 


4, pare Month Doy Year 


0 
DEATH lune] 9 } 
9. AGE ( years TFUNDER YEAR | IF UNDER 24 ARS 


papers. 
within 72 haurs offer 


FAY 
a 


Miner's Hospit 
. NAME OF First Middle Lost 


DECEASED _ J 
{Type or print) Co 1 Vets, 


S. SEX 4. COLOR OR RACE 7, MARRIED NEVER MARRIED O 8. DATE OF BIRTH 
7 ee Mell a 


wipoweD [7} pivorceD [1] go. ¢ ( Ys. 
TOb. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or fareign country) Tas CIZEN OF WHAT 
UNTRY ? 


illed in by the fu 


| 


ely 
ban 


F Ww 


100. USLAL OCCUPATION axe kind af work dane 
during most of working lite, even if retired) 
Tousew. a 


SI 


INDUSTRY 
wm Home 


=! poli 
13. FATHER'S NAME 14. MOTI 


Renianin Sweituer 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, na, ar unknawn) {{If yes give war or dates of service)} 


Then please remové car! 
, crematian, or remaval, and in afy syent, 


74 
16. SOCIAL SECURITY NO. 17, INFORMANT 


: == Howard 

18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), and (c}.) 
PART |. DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (0) 

/ DUE 10 

Conditions, if ony, which gove (b) 

rise to immediote cause (a), DUE 0 

stoting the underlying cause 


lost. (9 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) We we Autorst 


y, ves [] No [) 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il of item 18.) 


INTERVAL BETWEEN 
ONSET AND DEATH 


transit permit. 


£ 
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‘ate has been signed by the attending physician and camplet 


‘200. ACCIDENT WAS UNDERLYING (1 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 


Hour a.m, While Not While 
p.m. W at work LI “atwark CO] 


2). I certify that (1) (this haspjtal) attended the deceased fram_ Seen mld) to Irene 16, 19%, that (I) (we) last 
saw the deceased alive an. 19_67, and thof death accurred at@z25_AM, ffm causes and an the date stated abave. 
2a. SIGNATURE ‘ . 22by DATE SIGNED 


ATTENDING MED, STAFF 
pmecror CJ pris, C1 y i 6/142. 


‘De. PLACE OF INJURY (Home, form, 20. 
factary, street, office bldg., etc.) 


{City or town) (County) (State) 


MEDICAL CERTIFICATION 


After this certi 
je 3 shauld be detached far use as the burial 


d with the State Dept. af Health prior ta buria 


MD. PHYS. 


22d. ADDRESS {7 
230. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY GR CREMATORY 23d. LOCATION (City or Town) {County) (Stote) 
) REMOVAL (Specify) ey r Mr 245 ‘J t 
1) DY. wre.) a s [Ww (perm anNny. lal Aa a irs “ib gS" Garrett .! Cis. 
\ 24, AUNERAL DIRECTOR ADDRESS 28a. REC'D BY REGISTRAR ‘5b, vREGISTRAR'S SIGNATURE 
AUN ST ise7 | Pere 
Md. i g 


We Meeprrtac/ Grantsville ¢ 


ls 


hauld be fi 


28h. 


irector, pa 


Page 4 may be retained by the hospital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


TO FUNERAL DIRECTOR: 


_d 


35 
=> 
=a 
RS 
by 


TO HOSPITAL OR ATTENDING PHYSICIAN 
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Page 4 moy be retained by the haspital or attending physician. 


id 


ot 


XN 


ral 


y the, 
Pai 


GS 
=e 
es 


carban papers. 
ithin 72 hour: 


event, 
oa 


After this certificate has been signed by the attending physician and completely filled in b 
3 


director, page 3 shauld be detached far use as the burial-transit permit. Then please remo: 


— 


shauld be fled with the State Dept. af Health priar to burial, crematian, ar remaval, and ina 


TO FUNERAL DIRECTOR: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


O7523 CERTIFICATE OF DEATH 97497 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY o. STATE b. COUNTY 


ALLEGANY MARYLAND MARYLAND ALLEGANY 


b. CITY PRT (If outside corporote ‘a LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
write are in . 
CUMBERLAND 2 HRS. CUMBERLAND, MD. 
d. NAME OF HOSPITAL OR INSTITUTION (If not in haspitol, give street address) d. STREET ADDRESS 
MEMORIAL HOSPITAL 12 LAING AVENUE 
. NAME OF First Middle Lost 4. DATE Month 
DECEASED 


OF 
(Type or print) BABY BOY MILLER I DEATH 6-5- 
S. SEX 6. COLOR OR RACE 7, MARRIED im NEVER MARRIED. xX B. DATE OF BIRTH ce age aire | 1 ve IF UNDER 24 HRS. 
lost birthdoy) jonths loys | Hours | Min. 
MALE WHITE wivowen [] pivorceD [J 6-5-67 Os 2.| 3 
ih USUAL patel, Give ae of work done 0b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. Our oF WHAT 
luring most of workit rene retired) INDUSTRY NONE CUMBERLAND »MD ‘ COUNTRY ? USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
EUGENE MILLER LOIS J. CHANEY 


1S. WAS DECEASED. ii IN U.S. ARMED FORCES? J | 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, no, or unknown) |{If yes give wor or dotes of service] NONE MEMOR 1AL HOSP | TAL CUMBERLAND : MD ° 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), gpg (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
f __. IMMEDIATE CAUSE (0) 


Conditions, if ony, which gove 
rise to immediote couse (0), 
stoting the underlying couse 
fost. i . ie 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 19. Sane 


ves (_] no (] 


200. ACCIDENT WAS UNDERLYING C1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 20f. (City or town) (Stote) 
Hour “o.m, While Not While foctory, street, office bldg,, etc.) 
19 atwork LI) otwork CI 


ial Say that (I) (this haspital) attended the deceased fram_____ rad , to , 19__, that (I) (we) last 
, and that death accurred 9s 30AM, fram causes and on the date stoted abave. 
ATTENDING MED STA Ath DATE STONED 
PHYS. (1 oiector OF ows. O 
22d. ADDRESS 


* NAHE(TYBE) «DR, CUMBERLAND, MD. 


MEDICAL CERTIFICATION 


230. BURIAL, CREMATION, ‘2b. DATE THEREOF ‘23. NAME OF CEMETERY OR CREMATORY ek: LOCATION (City or Town) (County) (Stote) 


BERK =| UNE 6, 1967] PLEASANT VALLEY LOCKLYNN, MD-G. 
24. SERA RR ANC IS SCARPELLI ofan AND MD. 250. A 'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 
Ak N E ; CUMBERL. o M va 


Pale 


FOR STAT 
HEALTH 


in Item 18. Give Pages 1, 2, ond 3 to 
ffice olong with farm PM3. Page 
and 2 with the Stote Departmen, 
~ 


hey 


Health or its designoted ogent, prior to burial, cremation, or removal, ond in any event within 72 hours after daot 


This certificote shauld be executed within 24 hours after deoth. ®@.., is 


necessary, pleose execute the certificate, writing the word “pending” in pen 


Page 3 should be used os o buriol-transit permit. File p 


the funeral director. Poge 4 should be forwarded to the Chief Medical Exo! 


5 moy be retained for your files. 


TO FUNERAL DIRECTOR: 


TO DEPUTY -. EXAMINER 


VR A15ME {5) 
6M 1/65 


"MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07522 MEDICAL EXAMINER'S CERTIFICATE OF DEATH U 
|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence befare admission} 
a. COUNTY o. STATE b. COUNTY 
Allegany MARYLAND Maryland Allegany 
b. CITY OR TOWN (If ovtside corporate limits, ¢ LENGTH DF STAY IN Ib c, CITY DR TOWN (If outside carporote limits, write RURAL ond give neorest town) 


write RURAL anj itn aye rs town) 
Cur nd DOA Cumberland ; 
d. NAME DF aes DR riand (If not in hospital, give street address) d. STREET ADDRESS # STEEN 
Memorial Hospital Polk Street ves [] no Gd 
3. NAME OF First Middle Lost 4. DATE Month Day ‘Year 
DECEASED _ OF 
(lype or print) < s cold DEATH June 8» 67 
S. SEX 6. COLOR OR RACE | 7. MARRIED EH NEVER MARRIED [_]| 8 DATE OF BIRTH AGE fin yeors [IEUNDER TVEAR TF UNDER 74 HRS, 
i lost birthdoy) Months | Doys | Hours | Min. 
Female White wipowed [] oor? C]] June 6, 1906 61 ts. 
100. USUAL OCCUPATION (Give Kind of work done Tob. KIND OF BUSINESS OR TI. BIRTHPLACE (Stote or foreign country) V2 CTZEN OF WHAT 
INTRY 2 
Honig mo ipl enemas fe, even if retired} Roe Yaurant Hartford ; Conn cou! USA 


13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 


2 2 
1, WASDECASED EVE US ARMED FORCES? 16, SOCIAL SECURITY NO. | 17, INFORMANT Address 
‘es, nc, or unknown s give wor at dotes of service 
yes “War 1 Mr. Cleo Mongold, Cumberland, Md. Husband 


INTERVAL BETWEEN 


18. CAUSE OF DEATH (Enter anly ane couse per line for (0), (b}, ond (c).) EN 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) Coronary Occlusion 


Yao} DUE TO 
Conditions, if any, which gove ) Coronary Sclerosis 


fise to immediote cause (0), 


stating the underlying couse ( DUE TO 

Rat ee 0 
= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(c} if ye AUTO 
= ————— ? 
= yes [} NO 
= | 200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port Il af item 18.) 
5% } PRIMARY CI or CONTRIBUTING C1 
se CAUSE OF DEATH. 
S Pm. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20. (City ar town) (County) (Stote) 
2 Hour o.m. While Not While foctory, street, office bldg., etc.) 

otwork C) “or work_ CJ 


= 19 
21. | certify that | tack charge of the remains described abave, held an Autapsy [_], _Inspectian (3%, Inquiry [X}, and in my apinian 
death resulted from: Natural causes Accident ([], Suicide ([], Homicide [7], Undetermined manner [7] 

- , 7 CHIEF MEDICAL EXAMINER [_] 
SIGNATURE Mp, ASSISTANT MEDICAL EXAMINER [7] 22. DATE SIGNED 


< DEPUTY MEDICAL EXAMINER [3 June 8 196 
NAME tyes) Benedict Skitarelica ’ M.D. Address (Street, city, town, or coun ab. 3 9 7 


ACTUAL 


730. BURIAL CREMATION, | 23b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 73d. LOCATIDN (City or Town) (County) (Stote) 
REMOVAL (Spee : nae 
OY Gras) June 13,1967| Winchester National Cem, Winchester, Vas 
7A,_FUNERAL DIRECTOR ADDRESS 35 REpIST 25b, pPRISTRAR'S, SIGNATURE 
James F. Scarpelli, Cumberland, Md. suai pt f 1967 forres ¥ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07523 CERTIFICATE OF DEATH 07493 


|, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission} 


FALL EGANN, MARYLAND osm MARYLAND" °*" ALLEGANY 


b. CITY OR TOWN {If outside corporote limits, «. LENGTH OF STAY IN 1b « CITY OR TOWN (If outside carporate limits, write RURAL and give nearest tawn) 


write RURAL “AMBEBT AND 5 DAYS CUMBERLAND 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS eh il 


MEMORIAL HOSPITAL 121 PENNSYLVANIA AVEj.yve (1) no 


|. NAME OF First Middle Last 4, DATE Month Doy Year 
DECEASED 


OF 
(ype or print) JOHN Es MORRIS DEATH JUNE 4 967 
5. SEX @ COLOR OR RACE | 7. MARRIED [RX] NEVER MARRIED al B. DATE OF BIRTH [" AGE 3 years | IFUNDER YEAR| IF UNDER 74 HRS. 


i lost Dirthdor Months 
MALE WHITE | woowo 1 ovoreo [J] 8-10-1905 My 
TOo. USUAL OCCUPATION (Give kind of work done KIND OF BUSINESS OR TI BIRTHPLACE (County & Stoe, or foreign county) TH CITIZEN OF WHAT 


during mast of working life, even if retired) INOUSIRY. COUNTRY ? 
R RED. : extite & Cab Co. 


h 


fter death. 


es } ond 2 


he f 
age 


nt/ within 72 hours a 


arpan papers. 


ate 


HYNOMAN PA 


R R A 

73. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
JOHN MORRIS MARTHA DEVORE 

15. WAS DECEASED di INS. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, no, or unknown) |(If yes give wor or dotes of service] MEMORIAL HOSP ITAL, CUMBERLAND, MO. 


no 


1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE {a) 


physician an: 
lease rém 


en pi 


th 


d with the State Dept. af Health priar to burial, crematian, ar removal, and in'gn 


transit permit. 


gned by the attendi 


Conditions, if ony, which gave 
tise to immediote couse (0), 
stating the underlying couse 
bast peal bet 4 kf 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) i WAS AUTOPSY 


url 


PERFORMED? 
yes [_] NO 
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‘200. ACCIDENT WAS UNDERLYING () ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part I of item 1B.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Doy, Yeor ‘20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
Hour “o.m. While Not While foctory, street, office bldg,, etc.) 
p.m. 19 ot work O ot work oO 


21. 1 certify that (I) (this hospital) attended the copes fram W983 ta Al , 1944, thot (I) (we) last 
saw the deceased afi are ay and that death accurred at 7.305) fit, o ses and on the date stated obove. 
To. SIGNATURE ites MED. ire 22. DATE ad ¢ 
PHYS. oirecror C pays. O 6/S Ta 
2c. PHYSICIAN'S 22d. ADDRESS 


NAME (Type) 1 SMAN GREEN 


Ze. BRA, NATION, Zi. ATE THEREOF Tic NAME OF CEMETERY OR CREMATORY ] Wa. LOCATION (City or Town} (County) (Grete) 
ect 
ae June 7,1967 | St. Patrick's Cemetery] Cumberland Md.Allegany 


a 
oe 74, FUNERAL DIRECTOR ‘ADDRESS 250. RECD BY REGISTRAR 25b. REGISTRAR'S. SIGNATURE 

VR ANS (4) >"), - 

5 W767) » James F, Scarpelli, Cumberland, Md. |, WN  { 


MEDICAL CERTIFICATION 


e 3 shauld be detached far use as the b 


et 


i 


should be fi 


Page 4 may be retained by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


director, po 


TO HOSPITAL OR ATTENDING PHYSICIAN 


MARYLAND STATE DEPARTMENT OF HEALTH 
sion of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


Divi 
/ FOR STATE 07526 MEDICAL EXAMINER’S CERTIFICATE OF DEATH O75 0 


HEALTH DEPT,” [7 piace oF peatH 2 USUAL RESIDENCE (Where deceosed lived, if institution: Residence belore odmission) 
oe o. COUNTY 0. STATE b. COUNTY 
=a Allegany MARYLAND Allegany 
= BCHY OR TOWN (iF outsige corporote limits, C LENGTH OF STAY IN 1b |] « CITY OR rows “Suiside corporote limits, write RURAL ond give neovest town) 
“4 write RURAL and give neorest town) 
2. Q orrigan e Most of Li Rural. Corriganville, Md. ot-4 
20 |” d. NAME OF HOSPITAL UR INSTITUTION (If not in hospital, give street oddress) & STREET ADDRESS eR REE 
; 1 Rt. 1 ves CI no fe) 
Wi NAME OF Fist Middle Tost 4. DATE Month Doy Year 


DECEASED : OF 
(Type or print) Sylvia 5 ers DEATH June 166 


A 
6 COLOR OR RACE 7, MARRIED [“] NEVER MARRIED [“] 


in Item 18. Give Pages 1, 2, and 3 


the funeral directar. Page 4 shauld be farwarded ta the Chief Medical Examiner's Office along with farm PM3. Pa 


21. | certify that | toak charge of the remains described abave, held an Autopsy [_], Inspection XJ, Inquiry [XJ], and in my opinion 


2 
i=3 
2 
2s 
L/o 
32 
As 
€"s. My 
££ 5 SEX B. DATE OF BIRTH TAGE [in Trae TFUNDER T YEAR [IF UNDER 24 HRS. 
3 : jst birthdoy) [Months | Doys | Hours | Min. 
ae | Female | White wioowe TH __ovorcto CJ] Oct. 16, 1907 ‘Boys 
Ze 10. USUAL OCCUPATION (Give kind of work done T0b. KIND OF BUSINESS OR TT. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT 
So during most of working life, even if retired) INDUSTRY COUNTRY? 
gi Housewife Home Pa. USA 
Ss 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
2 as 
25 22 Peter Bowman Alice (Bird) 
= 2 5 15, WAS DECEASED EVER IN U.S. ARMED FORCES? Té. SOCIAL SECURITY NO. 17. INFORMANT Address 
: as (Yes, no, or unknown) |{If yes give wor or dotes of service} 
2 Es No None Gordon Bowman R. D. #2 Glen Rock, Pa. 
z a — 1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
& re PART |. DEATH WAS CAUSED BY: : ATH 
. es IMMEDIATE CAUSE (o} CORONARY 
g zs DUE TO 
r = S Conditions, if ony, which gove (b) CORONARY SCLEROSIS oe. 
2 os rise to immediote couse (0), DUE TO 
- age stoting the underlying couse 
2S 8s ei ae 
$ 3 = ae | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS auTopsy 
4|3 a ? 
si 25 |e ws] nO KJ 
= Sim & [M0o, EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B) 
2s & | PRIMARY Cl or CONTRIBUTING CI 
Ba | CAUSE OF DEATH. 
ae S [0c TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED | 2e PLACE OF INIURY (Home, form, | 208 (city or town) (County) Grote) 
o & £ Hour o.m. While Not While foctory, street, office bldg,, etc.) 
2s ad p.m. 9 ot work C) “otwork CO 
a oc 
2 
3 
FS 
S 
3 
oo 
“< 
Ss 
= 
3 
3 
rf 


TO DEPUTY 2. EXAMINER: This certificate shauld be executed within 24 haurs after death e@ delay is 


S33 
See 
a a 

5 
2od 
2ss 
oo oe 
eo=e deoth resulted from: Natural causes KM, Accident [-], Suicide [[],  Hamicide Undetermined monner 
ofey : 
ge5e y ; , J CHIEF MEDICAL EXAMINER [J 
av se Se mp, ASSISTANT MEDICAL EXAMINER [_] AR DATE SHORES 
zies EXAMINER'S DEPUTY MeDicAL EXAMINER KKJune 16, 196 
85286 4 NAME (Type) BENEDICT SKITARELIC, M.D. Address (Street, city, town, or county) Cumberland, Maryland 
g2ee 0. BURIAL, CREMATION, 7b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) (County) (Store) 
Een REOVAL Sper) 

ura, Jun. 18, 1 Mt. Savage Meth. 


24. FUNERAL DIRECTOR ADDRESS 


William G, Kight Cumberland, Md. 


VR AISME (5) 
6M 1/66 


TO HOSPITAL OR ATTENDING PHYSICIAN 


—T 


MARYLAND STATE DEPARTMENT OF HEALTH 


aol ‘ Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
bi Q7525 - CERTIFICATE OF DEATH AUIS 
< 
BEB T. PLACE OF DEATH 7. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
258 o. COUNTY oR b. count 
aoe Allegany MARYLAND ryland llegany 
2 3, b. CITY OR TOWN {If outside corporote limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
= write RURAL ond give nearest tawn) 
BtE rostbu 
Reese f PITAL ir itol, gi 1. STRI s ESIDEN| 
= Se d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address} d. STREET ADDRESS e. ON'A FARM? 
2es 4! Miners Hospita Dudley Street ves) NOX) 
Sse 3; asl First Middle Lost [‘3 4. mate Month Doy Year 
35 (ype or print) JESSIE S. NEAT DEATH 6/14/1967 9 
- 6. COLOR OR RACE 7. MARRIED [tal NEVER MARRIED (el B. DATE OF BIRTH 9. 2 In yeors FUNDER 1 YEAR _| IF UNDER 24 HRS. 
g 4 q ae Months Min. 
“22 , < White | woowo owored C]| 10/27/ 1893 
5 ihe USUAL a dal xd of coh done 1Db. xno aes OR 11. BIRTHPLACE (County & Stote, ae ean 1 par WHAT 
eS uring mast of working life, eygn if retired INDUS ? 
532 ‘Hous ewite Lonaconing, Md. 
gas 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2c8 
oe e John F, Steele Frances Emerson 
2 © Is. WAS a) BY i IN MED he a 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
=e s give wor of dates of service] 2 » 
Esie =. ‘aa None Irvin Neat Lonaconing, Md, 
ae 18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
ae PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
Se IMMEDIATE CAUSE (0) 
a5 DUE TO 


Conditions, if ony, which gove (b) 
tise fo immediote couse (0}, UE 10 
stoting the underlying couse iW 
lost. ~} tT? =e () 


Oke weed 


The law requires that the death certificate be executed within 24 haurs after death. 


Page 4 may be retained by the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendit 


f Health priar ta buri 


PARTI, OTHER SIGNIFICANT (ONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISENSE CONDITION GIVEN IN Pa Ifo) 19. WAS AUTOPSY 

a 4 70 PERFORMED? 
‘| “Diabet R ee ws] so 

= | 200. ACCIDENT WAS UNDERLYING 205. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 

2 | OR CONTRIBUTING C1 CAUSE OF DEATH 

S | (IFEITHER, NOTIFY MEDICAL EXAMINER) 

Elec TE, OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 208. (City or town) (County) (Store) 

2 Hour o.m. While Not While foctory, street, office bldg., etc.) 

= pm. 9 otwork L}otwork LC) 


"1958 ta Sey 19S J, that (I) (we) last 


, and that death accurred aTD M, trom causes ond an the date stated abave. 


i 3 — 
bweecron Cvs AS: &? 


saw the deceased alive an, 
220. SIGNATURE 


je 3 shauld be detached far use as the bur 


hauld be filed with the State Dept. a! 


23 } XX. Rea ee) ie R MI <= = TH "ON NACO N } N 5 fw 
= 230. Ha teen 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City or Town) (County) (Stote) 
3 6/17/196 Memorial Park Frostburg, Md, 

ate 24. FUNERAL DIRECTOR ADDRESS. 250. REC'D BY REGISTRAR Bb. wo RAR'S if Mey RE a 

20m 1/ea George Eichhorn Lonaconing, Md. ow UN 16 1 6/ | Gq @ 


. MARYLAND STATE DEPARTMENT OF HEALTH 
evasy STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH QT5 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, #f institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY 


ALLEGANY MARYLAND MARYLAND ALLEGANY 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and glve nearest town) 
write RURAL and give nearest town) ; 


CUMBERLNAD 2 YEARS CUMBERLAAD Peay: 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d, STREET ADDRESS it 6. 1S RESIDENCE 


conch 


4 


ages-1-and 2 


} 


death. 
néral 


filled in b 


ON A FARM? 
SACRED BEART HOSPITAL 200 SETON DRIVE ves] _no[ 


NAME OF First Middl . DA Month 0 Year 
Rage rs idle Cast 4. DATE nv ay 
DEATH 6 2 19 67 


py 


, within 72 hours after death. 


bon papers. P. 


(Type or print) FAYE (=, OLMSTEAD 


5. SEX 6. COLOR OR RACE | 7, marrieXXO<) NEVER MARRIED [—]] 8 DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR|IF UNDER 24 HRS, 
KX] Oo last Sinhaay kaa Days | Hours Min. 


FEMALE WHITE WIDOWED [-] pivorcep[-]} 03-24-95 72 ys, 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of wie life, even If retired) INDUSTRY COUNTRY? 
VINLAND, KASSAS &.S.A. 


HOUSEWI 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


CHARLES W. WILLIAMS EMMA ( DEAY) 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT 


(Yes, no, or unkown) | (Ifyespive war or dates of service) 
No” | 5 11-30-6685 HOSPITAL ADMISSION 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


i ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: \ 
* j IMMEDIATE CAUSE 0 “Pree amrial. M FA Le T1 ews 


, DUE TO 
Cenditions, if any, which (b) 
gave rise to immediate 

cause (a), stating the DUE TO 
underlying cause last. (c)_ 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19.” WAS AUTORSY 


ves] not] 


mit. Then please\re 


or attending physician. 
ficate has been signed by the attending physicia! and gerd letely 
e 


20a, ACCIDENT WAS UNDERLYING ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home,farm,| 20f. (Clty or town) (County) (State} 
Hour a.m. While factory, street, office bidg., etc.) 


Not While 
p.m. 19 at work |] at work fel 

21. I certlfy that (I) (this hospital) attended the deceased from. 2b , 1947, to_&> = , 19_&Z, that (1 (we) fast 

saw the deceased alive 19_@. 7, and that death occurred aZ7 mM, from the causes and on the date stated above. 


Qa SIGNATURE re DATE SIGNED 
ATTENDING ED. STAFF 
M.D. PHYS. pirector L] Puys. [] G-2-67 
22c. 22d. ADDRESS x 
| 120 mali wee p CumesdLan> M2 


23a. BURIAL, Fig 23b, DATE THEREOF 23, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


MEDICAL CERTIFICATION 


After this certi 


d with the State Dept. of Health prior to burial, cremation, or removal, and i 


director, page 3 should be detached for use as the burial-transit peri 


Page 4 may be retained by the hosp 


TO FUNERAL DIRECTOR: 


should be file 
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REMOVAL (Specify) 


Burial 


Deay Cemetery Vinland Kansas 
24. FUNERAL DIRECTOR DRESS. 25a. REC'D BY as | ‘25. Chowls a 


ves | Hy Lee Silcox 0 Decatur St Cumberland, Md |omdUN 6 196 


20M 1/65 


leath. 


The law requires that the death certificate be executed within 24 haurs afte) 


Page 4 may be retained by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


th 
pers. Pages 


pai 
event, within 72 haurs after death. 


lease remp¥e carbon 


andina 
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, crematian, ar remava 
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MARYLAND STATE DEPARTMENT OF HEALTH 


Division .of STATISTICAL RESEARCH ANPOREE ORES. AN NE PRESTON STREET, BALTIMORE, MARYLAND 21201 
CERTIFICATE OF DEATH 


2. USUAL RESIDENCE {Where deceased lived, if institution: Residence before admission 


a. STATE Maryland b. COUN Allegany 


f 
T. PLACE OF DEATH 
0. COUNTY Allegany 


MARYLAND 
B. CITY OR TOWN {IF outside corporate limits, . LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside carparate limits, write RURAL ond give nearest tawn) 
RurvePAWvescerapert RE1 25 yrs. Rural Westernport Route 1 4,, 
i F HOSP INSTNUTION in hospital, give street add a. STRFET AQDRESS 2 RESIDENE 
RAMEE PMP SUSAN Planet in hospital, give sweet address) Ronee 1 We sternport ON A FARM?, 
0 ves [] no PX) 
3. NAME OF First ; Middle ost 4. DATE Month, Doy 7 
DECEASED Alice Virginia Paugh oF June 13 e7 
(Type or print) DEATH 9 
S. SEX, 4 COLOR OR RACE 7. MARRIED NEVER MARRIED B. DATE OF BIRTH LU 9. AGE (In years [_IFUNDERT YEAR J IF UNDER 24 ARS. 
a Female | ‘whYte a O Sept 14 as \ doy) [Months | Days | Hours | Min. 
Z wiDoweD [X} pivorceo (] MEP NOY 9 yes 
Oa. USUAL OCCUPATION (Give kind af aiden 1Db. KIND OF BUSINESS OR 11. BIRTHPLACE {Caunty & State, or fareign country) 12. TEN oF WHAT 
i uy ing h ti | 
during gost giggle, even if retired) On Here. Maryland PNR 
1 FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Joseph Tasker Mary Bane 
1S. WAS DECEASED EVER INUSS. ARMED FORCES? |] 16. SOCTAL SECURITY No. 17, INFORMANT ‘Address 
(Yes, ra.aiaaantwn) If yes give war ar dates af service Mrs Ray Mayhew Route ls Westernport 
18. CAUSE OF DEATH (Enter anly ane cause per line far {a}, (b), and (c).} INTERVAL BETWEEN 
FAR EAH WAS ieee cause fg) Carcinoma of the cervix with metastasis UE AP DEATH 
I DUE TO 
Conditions, if ony, which gave (o) 


tise to immediote cause (a), 
stating the underlying couse 
pal 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) Ves aa 
“ yes [] NO 
20a. ACCIDENT WAS UNDERLYING CI Wb. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il af item 1B.) 


OR CONTRIBUTING C1 CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


‘2Dc. TIME OF INJURY Month, Day, Yeor ‘2Dd. INJURY OCCURRED ‘We. PLACE OF INJURY (Hame, farm, 20f. (City or town) (County) (Stote) 
Haur a.m. While Nat While factory, street, affice bldg., etc.) 
p.m. 1% at wark O at work im 
21. 1 certify that (I) (this haspital) attended the deceased fram ll, , ta , 19__, that (l) (we) last 


19____, and that death accurred at M, fram causes and an the date stated abave. 


2b. DATESTQ) 
ATTENDING ED. STAFF 
pats N° GX oRecror pune ol = a 


Tad. ADDRESS : 
Keyser, W.Va. 


saw the deceased alive an 
2a. 


a 


illip Staggers, M.D.. 


Mc. PHYSICIAN'S 
NAME (Type) 


le 


230. BURIAL, CREMATION, 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City or Town) (County) (Stote} 
pga June 16,196 ilos Cem, Westernport Ma 


24. FUNERAL DIRECIOR Wes DDRE ARE Opy mec WY a : 
V, ZS LA caternpOrt May DATE PSM UG? | PO. 


vS: 
* 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


97525 CERTIFICATE OF DEATH 07504 


Poe NS 
s we 1 PLACE OF DEATH AT 1 EGANY 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmissian) 
Ea 3 
1. CDUNTY . STATI b. 
‘ : MARYLAND os MARYLAND Ou’ ALLEGANY 
S 3x B. CTY DR TOWN (If auviside corporote limits © LENGTH OF stay IN 1b © CITY OR TOWN (If outside cotporote limits, write RURAL ond give neorest town) 
5 , j 
oe. ite RURAL ond gi 
Z =e $ “eu ond give ND. town} 5 BA ve CUMBE RLAND WY 
@ eee ipe ane . NAME DF HOSPITAL OR INSTITUTIDN (If not in hospitol, give street oddress) 4. STREET ADDRESS @ BS RESIDENCE 
z= Cry 9 
& = ec : MEMORIAL HOSPITAL 113 UTAH AVENUE ves [J] so) 
= fee 3. NAME OF First Middle Lost © DATE Month Doy Year 
2 SS2\. | ReMi CHARLES E. PFEIFFER | &%y JUNE 5 67 
= ¢ i 3 | s sex 6. CDLDR DR RACE | 7. MARRIED [7] NEVER MARRIED [7] | 8. DATE DF BIRTH ¢. rege Yea TEDRDEE TAR a UNDER 24 ARS. 
2 > “A ithdo ti Min. 
s a s MALE WHITE | woowe 2 pivorced [J] 9-13-77 iz aif S " 
3 5° 2 Te USUAL Be ee ene kad fee done 10b. mi DR 11. BIRTHPLACE (Caunty & Stote, or foreign cauntry} 12. ann WHAT 
e2@s oats: warking Ife, Che ey a 
2 852 anese | (he T e PENNSYLVANIA 
Sr ay eo 7 i 
Rae Ie 13, FATHER'S NAME é 14, MOTHER'S MAIDEN NAME 
= £es 
Se eae CHRISTOPHER PFEIFFER CHRISTINA WHITE _ 
<« £2 TS. WAS DECEASED EVER INU. ARMED FDRCES? 16. SOCIAL SECURITY ND. | 17. INFORMANT Address 
3 3 bs 5 ei ae ea dotes of service’ MEMORI AL HOSP! TAL CUMBERLAND MD 
5 
& gf. ° ’ » . 
3 
= 2 a2 18. CAUSE OF DEATH (Enter only one couse per line for (0), {b), and (<).) . INTERVAL BETWEEN 
£58 PART |. DEATH WAS CAUSED BY: z 
es. tee”. IMMEDIATE CAUSE (0) Z Loe bgeg6 
£e zt 
='5 225 / DUE TD ory ) 
S23 358 andiiteNetyawhih pte 6) Sz cere tebe re ae el) ie 
sa 222 rise to ee couse (0), DUE TO z= % 
Sa a stoting the underlying couse 1 ee |. he ns 
25 S22 y aa @ ABH p00 LG A LG Wee 
= a = —— 
oS ues PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CDNDITIDN GIVEN IN PART Ifo 19. WAS AUTD PSY 
253,252 > ls eee PERFDRMED? 
sess Sle ves} so 1 
Sc J5oc5 as 
= eee © | 200, ACCIDENT WAS UNDERLYING] 20b. DESCRIBE HDW INJURY DCCURRED. (Enter nature of injury in Port | ar Port Il af item 18.) 
5 Sa DE ated 
aeseac & HER, NI IEDICAL EXAMINER 
== 2s S| a. TINE DF INJURY. Math, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City ar town) (County) (Stote) 
Les S Hour ‘o.m. While bap foctory, street, office bldg., etc.) 
ge oe y pm. 9 otwark L) ot wark | 
25 ear 21. | certify that (I) (this haspital) attended the send frome k ZAI tp Yetome S~ | 1967, that (I) (we) last 
we ese saw the deceased alive an____—=s——S—S—~d___, ond ter death occurred of OTT Ss 3 frdmectbses ey on, fhe date nae above. 
Seest 720, SIGNATUR} DATE SIGNED 
25652 CL . 
s = —<2 14 8. PK ATTENDING MED, STAFF 
ae a M.D. PHY pirecor CJ pays O) 
S85 238 z 
2 ee Tic. PHYSICIAN'S 2 
Zezes | Ret Dies CLAY E. DURRETT CUMBERLAND, MD 
Soe sz 
ou ze 73a. BURIAL, CREMATIDN, 7b. DATE THEREDF 23c. NAME OF CEMETERY DR CREMATDRY 73d. LOCATIDN (City ar Town) (County) (State) 
zor see Barred (Specify) 61 
onto 6/8/ Cenetery F628 cage 
ia ok ; 24, FUNERAL DIRECTOR ADDRESS 28a. REC'D BY REGISTRAR 2Sb. REGI: I GNATURE 
VR AIS (4) 
aire Philip B, Wendt 121 Mem. Ave., Cumb., Md. om UN 9 } ar a 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


7529 CERTIFICATE OF DEATH 07505 


1. PLACE OF DE. 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 


a. COUNTY “ALLEGANY 0. STATE MARYLAND b.ouNY ALLEGANY 


MARYLAND: 


b. CITY OR TOWN (If outside corparate limits, c. LENGTH OF STAY IN Ib «. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town} 
write RURAL ond give nearest town) DAYS CUMBERLAND , 


MBERL AND | 
d. wENOR | AE AOS he EA give street address) d UA VAL LE Y ST : 


3. NAME OF First Middle 


DECEASED GRACE MAY PLU NIKE R | “Ore JU Ne" 


(Type or print) DEATH 
S. SEX 6. COLOR OR RACE 7, MARRIED (tz ] NEVER MARRIED O 8. DATE OF BIRTH 3-3=19 AGE (In years 
y Iggt births Manths | D He 
FEMAL 2 WHI Te WIDOWED cx pivorceo FJ OREO S irthday) lanths | Days jaurs 


Phys: 
10a. USUAL eae kind of work done | J0b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT 


al 


~ 


e| 
e: 


‘ 


jopers. Poges 


hin 72 haurs afte 


filed in by the f 


ithin 24 haurs after deoth. 


‘uted_ 
fi 


lease remova.c 


during gs of wanking tHe, even if retired) INDUSTRY H WE ST Vv 1 RG if N i! A COPNTRYS ¢ A " 


wn Home 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


JOHN MANUELS CHARLOTTE KLINE 


1S, WASDECEASED aN U.S. ARMED FORCES? cart 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
ja or unknown) r yes give war or dotes of service} MEMOR IAL HOSP ITAL 5 CUMBERLAND ; MD, 
1B. CAUSE OF DEATH (Enter only ane cause per li fa), (b), and (¢).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a} 


ician ond co 


f 


should be filed with the Stote Dept. of Heolth prior ta buriol, cremotion, or removal, ond in any evel 


Canditions, if ony, which gave 
rise ta immediate cause (a), c 
stating the underlying couse 
lost pet] ls 


SF-ZTRER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN WY PART (0 19. Was AUTORSY 
Apa 5 Oe ves] NO 


200, ACCIDENT WAS UNDERLYING C1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING CI CAUSE OF DEATH - 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, form, |} 20f. — (City or town) (County) (State) 
Hour o.m. While QO Not While o factory, street, affice bidg., etc.) 
rk 


at wart at work i 
Noi yf Biya io 2_, 19_'2 } that (I) (we) lost 
ease Gcms “<i, ie) Reston dtowlinesdatersileniaec 
aR Fab, DATE SIGNED 
ATTENDING ] STAFF 
ee) x mo. pays, ‘Ct ~oirecror OO rays, OO ~2 


DR. WYA R IR EOMEERLAND, MD. 


/ MEfFype 
230. BURIAL, CREMATION, 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ‘23d. LOCATION (City or Town} (County) (State) 
EREMOVAL Specify) 6-29-1967 Rose Hill Cemetery Cumberland ,Md. Allegany 


7A, FUNERAL DIRECTOR <.... yy a ADDRESS 750, RECD BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
James F. Scarplli, Cumberland, Md. My 
: 4 CanZt iB, “ 


or ottending physicion. 
After this certificote hos been signed by the attending phys| 


e 3 should be detached for use os the burial-transit permit. Then 


MEDICAL CERTIFICATION 


director, pag 


3 
x 
o 
@ 
3 
= 
S 
x 
i. 
= 
te] 
= 
oS 
8 
3 
@ 
ms 
=) 
c= 
2 
= 
S 
> 
= 
z 
2 
2 
m2 
‘= 
= 
= 
= 
a 
4 
= 
a 
ro) 
= 
a 
z 
= 
‘= 
< 
[- 4 
c—) 
= 
4 
= 
a 
ra) 
So 
= 
° 
= 


Page 4 may be retoined by the hospi 
TO FUNERAL DIRECTOR: 


< 
3 


» 
3 
=> 
=a 
= 


TO DEPUTY ee. EXAMINER: This certificote should be executed within 24 hours after death. ®@... is 


in Item 18. Give Pages 1, 2, ond 3 to 


necessary, pleose execute the certificate, writing the word “pending” in pen 


= £ 
oa ba 
oo 
a | eye 
= “fie 
eo Ge 

as 

o 
Ee tere 
iE =) 
SU) ae 50. 

=e 
es 


Poge 3 should be used os 0 burial-tronsit permit. File poges }ond2 


Health or its designoted ogent, prior to burial, cremation, or removol, and in ony event 


the funerol director. Poge 4 should be forwarded to the Chief Medical Examiner's Office olong 


5 may be retoined for your files. 


TO FUNERAL DIRECTOR: 


VR AISME (5) 
6M 1/66 


(S 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07530 MEDICAL EXAMINER’S CERTIFICATE OF DEATH ant 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY Allegany ean o. STATE Mary land b. COUNTY Al legany 
b. CITY OR ia! ut outside corporote limits, | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
write RURAL and give nearest town) 
umber land nf 
Cumberland ¢ l 
NAME OF HOSPITAL OR INSTITUTION (If not in hospifol, give street oddress) d. STREET ADDRESS @ BS RESIDENCE 
ON A FARM? 
Route #6 Route #6 ves L] nog) 
3. NAME OF First Middle lost 4, DATE Month Doy ‘Year 
PECEASED 4) Zelma Mae Psimer om  vune 20th, 196% 
5. Sex & COLOR OR RACE | 7. MARRIED ] NEVER MARRIED []] 8 DATE OF BIRTH 9 AGE Tan FEUNDER [YEAR TTF UNDER PUA 
ry last birthdo onths. loys Hi Min. 
Female |White winowen [J poreo C]May 24,1929 v4 sal eee ak. 


1Do, USUAL OCCUPATION {ove kind of work done Db. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 

dur 1 of working life, even if retired INDUSTRY ¢ 2 
iad ee Keyser, W.Va. OW 

13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Harrold R. Harrison Delia Roberts 
1S. WAS DECEASED EVER INU.S ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17, INFORMANT 


RF #6 
umberland,Md, 
TNTERVAL BETWEEN 


(fes, no, or unknown) |(IF yes give wor or dotes of service} 


18. CAUSE OF DEATH (Enter only one couse per line far (a), (b), ond (c).) 


Hoorn HUIDIATE CAUSE) CORONARY OCCLUSION , RIGHT OSU BBEN" 
UXO | DUE TO 
Contitions ony, which gove is CORONARY THROMBOSIS " 


fise to imme diote couse (0), 


stoting the underlying couse bcs 
th 3) 
<= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) TW ABS 
3 == 
= ves [XK no ((] 
s 
= [2Do. EXTERNAL CAUSE WAS 2b. DESCRIBE HOW INIURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
& | PRIMARY CJ or CONTRIBUTING 
© | CAUSE OF DEATH 
3S [2c TIME OF INJURY Month, Doy, Yeor 2d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, ] 2Df (City or town) (County {Stote) 
2 Hour o.m while Not While foctory, street, office bldg,, etc.) 
= ot work O of work O 


is 9 
21. V certify that | tack charge af the remains described abave, held an Autapsy [Xly Inspection [[X —_ Inquiry (X]. and in my apinion 
death resulted from: Natural causes [X], Accident [1], Suicide [1], Homicide (J, Undetermined manner (J 

CHIEF MEDICAL EXAMINER [_] 
wp, ASSISTANT MEDICAL ExAmINeR [] 2PeIOATE SIGE, 


ACTUAL J 
SIGNATURE 


EXAMINER'S DEPUTY MEDICAL EXAMINER J June 20, L967 

NAME (Type) BENEDICT SKITARELIC, M.De Address (Street, city, town, or ounRUIMBERLAND, MARYLAND 
Bo. BURIAL, CREMATION, 23b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City or Town) (County) (Stote) 

REMOVAL ec Y) June 23, 196}. nest Lawn Memo, Garden LaVale,Md 


ADDRESS 250. RECD BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 


wake Keyser,W. Vas oat JUN 2 


24. FUNERAL DIRECTOR 


~ MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND a, 07 


1 


FOR STATE 753% MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
HEA! T. i, PLACE OF DEATH 7. USUAL RESIDENCE (Where deceosed fived, if institution: Residence before admission) 

a. COUNTY a. eer b. COUNTY if 
ALLEGANY MARYLAND MARYLAND _ ALLEGANY 

b. CITY OR TOWN (If autside carparate limits, +. LENGTH OF STAY IN 1b «Cy mR TOWN (If autside-carporate limits, write RURAL and give nearest tawn} 

write RURAL and give nearest town) 
LIFE CUMBERLAND vs, 
d, NAME OF HOSPITAL OR INSTITUTION (IF nat in hospital, give street address} d, STREET ADDRESS . e. ORR GEMS 


MEMORIAL HOSPITAL NONE ves CJ] no 
e NOE OF First Middle Lost 4. me Month Doy Year 
JECEASE! F 
(Type ar print) HARDING RICHARDSON. DEATH JUNE 8 w 6 
5. SEX 6 COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED [fj] 8 DATE OF BIRTH 9 Aca eats IFUNDER | YEAR_| IF UNDER 24 HRS. 
last birthday) | Manths [ Doys | Hours | Min. 
wipoweD [7] bivorceD (J 


in Item 18. Give Poges 1, 2, ond 3 


-transit permit. File poges |ond2 with the Stote Deportme’ 


MALE NEGRO 
100, USUAL OCCUPATION eve kind of wark done 0b. KIND OF BUSINESS OR 1}. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY ? 
HANDY MAN SA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
UNKNOWN UNKEOWN, 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes ngacunknown) | ye ive war or does of service} 1 
@ UNKNOWN KIGHT FUNERAL HOME CUMBERLAND, MD. 
1B. CAUSE OF DEATH (Enter anly ane cause per line far (a), (b), ond (c)) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
er OE A AEDT CSE) Brain Abscesses ayy 
v CG4Y. DUE TO wk 
Conditions, if ony, which gave o Septicemia 


tise 1a immediate cause (a), 


' DUE TO 
stoting the underlying couse 
Ser eas Lung Abscesses (Colon Bacillus) 
<_ | PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 18. WAS AUTOPSY 
/ = YES no 
= | 20a, EXTERNAL CAUSE WAS 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B) 
& | PRIMARY Cl or CONTRIBUTING C1 
© | cause OF DEATH, 
3 [TIME OF NUURY Month, Day, Yeo 70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, J 208. (City or town) (County) (Siate) 
g Hour o.m, Whiley NotWhie pa] acon, set, fice big et) 


p.m. 19 at work at work 


21. I certify thot | took chorge of the remoins described — held on Autopsy (Xj, Inspection [Inquiry [3 ond in my opinion 
deoth resulted from: —Noturol couses KK Accident [], Suicide [], Homicide [], Undetermined monner [_] 


CHIEF MEDICAL EXAMINER = (C] 
AN as ip. ASSISTANT MEDICAL EXAMINER [J GNI edu) 
EXAMINER'S F DEPUTY meDical examiner (% June 8, 1967 
{ NAME (ype) Benedict Skitarelic, M.D. Address (Steet, city, town, or oo@amiberland, Md, 


the funerol director. Page 4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. 
Heolth or its designated agent, prior to burial, cremotion, or removal, and in ony event within 72 hours ofter deoth. 


5 moy be retoined for your files. 


necessory, please execute the certificate, writing the word “pending” in pencil 
TO FUNERAL DIRECTOR: Poge 3 should be used os o buri 


20. BURIAL, CREMATION, 
REMOVAL (Specify) 


23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 


BUR LA ALLEGANY COUNTY CEMETER 
24, FUNERAL DIRECTOR ADDRESS: thy 'D_BY REGISTRAR 
BYRON KIGHT CUMBERLAND, MD. bate {967 


23d. LOCATION (City or Town) (County) (Stote) 


TO DEPUTY 2. EXAMINER: This certificote should be executed within 24 hours ofter deoth. . is 


SIG 


la Goce 


VR AI5ME (5) 
6M 1/66 


in 24 


din 
ges Tani 


é 


Then please remove carbon papers. 


of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


The law requires that the death certificate be executed 
l-transit permit. 


ECTOR: After this certificate has been signed by the attending physician and comple! 


be retained by the hospital or attending physician. 


should be detached for use as the burial. 


OR ATTENDING PHYSICIAN: 
be filed with the State Dept. 


~é 


. 

eS 
Hoes 
Pea ae 
6258 
meh 8 
e°e- 


( 


MARYLAND STATE DEPARTMENT OF HEALTH 3 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE yrs 


97532 ° CERTIFICATE OF DEATH 


1. PLACE OF DEATH | 2, USUAL RESIDENCE (Where decaosed lived, If institution: Rasidanea before admission) 
a. COUNTY ALL a. STATE M i cuit b. COUNTY 
egany MARYLAND | arylan Albegany _ 
ie ~[« cy. write RURAL and give nesves! mid 


b, CITY OR TOWN (if outsida corporate limits, ¢. LENGTH OF STAY IN Ib || ¢. CITY OR TOWN [If outside corporate limi 
write RURAL end giva nearast town) 


_ Westernport o> 4 _____Westernport 2 

d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give straet addrass) d. STREET ADDRESS - 1S RESIDENCE 
_._ 148 Wood Sst. am 148 Wood. Street set 
OF First Middla Last 4. DATE Month Day 
epee . | Siem 5 » 69 
eof prin eorge 
5. SEX COLOR one MARRIED od ant BSc a 19, AGE [In years |1F UNDER 1 3 R)_ IF UNDER 24 HRs. 
last birthday) |Months| Days | Hours | Min, 

Male White wiboweb [_] DIVORCED [_] | 


May 17,1902, | 65 = 


Toa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 1. unty & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working an if ratirad) 
| _Barber Us s Allegany Fe 
13. FATHER’S NAME ‘ | 14. MOTHER'S myst By Ss < 
___George Robertson __ Maude Wilson - §“S=- 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyasgivawaror datas ofsarvica) 
By SE. OF ay ae = mpg Mr ~~ -~Ma— 
| | 18. CAUSE OF DEATH [Entar only ona causa B20. 730 (bf, an: 1 ies George Roberts on Wester park anh 


PART I. DEATH WAS CAUSED BY, T AND DEATH 


IMMEDIATE CAUSE (a) Sorunsey. ia mbhe/us : iy CL) FS. 


ps Cokinoy Artery Dis ease |S fears_ 


Conditions, if any, which ) 
gava rise to immediate cause 

{a), stating tha underlying (- DUETO 
causa last, ~ (c) 


PART Ih, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ial 


ica 


“19. WAS AUTOPSY 


PERFORMED) 
yes [_] NO 


20a. ACCIDENT WAS UNDERLYING [) | 205, DESCRIBE HOW INJURY OCCURED. (Entar natura of injury in Part I or Part Il of itam 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Oc. TIME OF INJURY Month, Day, Yaar 
Hour a.m. 


20d. INJURY OCCURRED 
Whila Not Whila 
at work ["] af work [_] 


20e. PLACE OF INJURY (Homa, farm, | 20f. (City or town) . (County) —~—~=«S{ Sala) 
factory, straat, offica bldg., alc.) | 


MEDICAL CERTIFICATION 


1) attended the deceased from. 
, and that death occured at! 


, that (I) (we) last 
Ele from the causes and on the date stated above. 


saw the deceased alive on 


Bae NITE As Ty, ATTENDING. i STAFF Se ee Bue 
5 QM AN gtr mp, | PHYS. x pirecror [7] PHYS. [1] Ve Sly 
22. A eUisas Ce : = 22d. ADDRESS = 
Nau (el Paul R.Wilson M.D. _| Ashfield St. Piedmont, W.Va 
23a. BURIAL, CREMATION, 23b. DATE THEREOF 5 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
Burra” | June7,1967!| Philos Cemetery Westernport , Md. 


ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


24 FUNERAL DIRECTOR'S SIGNATURE 
Wil Fadi. Ae Piedmont, W.Va. __leaiN _fChanlss Jndpi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


INTERVAL BETWEEN 
ONSET AND DEATH 


Ys. CAUSE OF DEATH (Enter oniy ane cause per lye toy (0), (b), and (ch) 
PART |. DEATH WAS CAUSED BY: ys t P 3 
os IMMEDIATE CAUSE (0) 
4221 DuE 10 ig 
Conditions, if ony, which gave 6) Ye le tle e \7 ve Ree 


tise to immediate cause (a), 


DUE TO 


Inet 
stating the underlying cause 
lost. aimee v3 @ Ofsz hell Civ Gel 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED JQ THE TERMINAL DISEASE CONDITION 19. WAS AUTOPSY 
: E PERFORMED? 
Dhow Tie = Y=2-¢ G ves] No [Q- 
; Ag 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il af item 18.) 


yee 97533 CERTIFICATE OF DEATH c 
é sct 
"Oo NSPS |, PLACE OF DEAT! 2. USUAL RESIDENCE (Where deceosed lived, if institutian: Residence befare odmission) 
f S58 COUN AL LEGANY ty a. STATE b. COUNTY 
aes 4 MARYLAND MARYLAND ALLEGANY 
BA 235 b. cy OR TOWN tf ‘autside carparate limits, © LENGTH OF STAY IN Tb © CITY OR TOWN (If outside carporote limits, write RURAL and give nearest tawn) 
_ ite 
g 228 “CUMBERTAND 65 years CUMBERLAND pre 
3 ; 
= s¥s cd. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) d. STREET ADDRESS * RRODENE 
= ? 
SeeRee 4 MEMORIAL HOSPITAL 3 BYRD AVENUE vs L] x06 
© Sell Ge oe SEE. 
iy ES ES 3. NAME OF First Middle Last 4. DaTE Month Day Year 
3 \F 
= $32 (Type oF print XHOWEE Leon (Lee) ROGAN | vem JUNE Ii» 67 
= Be E| 5. SEX MALE 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED [_] | 8. DATE OF BIRTH 9 ne hee i 
Sethe A Whit 
Q = ite widowed [] pivorced [}] Sept. 30, 1891 | 75 yrs 
> Bee TOa. USUAL OCCUPATION (pe kind af wark dane 0b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT 
- ess during Mies fi ogy ee t HkL roeeE et a Barton, Md COUNTRY ? USA 
2 88e etire achinis Lper“Railroa a 9 :. 
2 ae 13. FATHER'S NAME Ta. MOTHER'S MAIDEN NAME 
e <= my : 
§ S83 Thomas Rogan Elizabeth Davis 
2) JS TS. WAS DECEASED EVER IN U.S, ARMED FORCES? 16, SOCIAL SECURITY NO 17. INFORMANT Address 
3 (Yes, no, or unknawn) |(If yes give war ar dates af service] 
3 ‘ar I MEMORIAL HOSPITAL, CUMBERLAND, ND, 
2 
2 
3 
£ 
& 
C 
3 
Es 
= 
3 
2 
2 
= 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Hame, farm, 20f. (City ar tawn) (County) (State) 
Maur ‘a.m. while Not While factary, street, affice bldg., etc.) 
p.m. 19 atwork L) ctwork C1 


21. | certify that (I) (this haspital) attended the deceased fram ye ‘ 967 2 NOP Ms 19___, that (I) (yuo) lost 
i p 19 G7, ond that decth occurred at from fauses and an the date stoted above. 


sow the deceased alive on —4 A 


Ta. SIGNATU ane = iB 7b. DATE SIGHED 
Cation PHYS. OO pirecror OO pays, O 
ae 210 
22d. ADDRESS 


MEDICAL CERTIFICATION 


After this certificate has been signed by the attendin 


3 shauld be detached far use as the burial-transit permit. 


led with the State Dept. af Health priar ta burial, crematian, ar rem 
‘ 


i 


‘2c. PHYSICIAN'S 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR 


TO HOSPITAL OR ATTENDING PHYSICIAN 


a3 MANE) OR, CARLTON BRENSFIELD CUMBERLAND, MOD, 
oa To, BURA CREMATION, Tb. DAT THEREOF Tic. NAME OF CEMETERY OR CREMATORY Fd. LOCATION (City or Town) {(Caunty) (State) 
36 Biriare™ June 14,1967] Sunset M i Cumberland, Md, 


24. FUNERAL DIRECTOR ADDRESS 244 [RED BY REG patra CTE SORT 
yeais ya oN James F. Scarpelli, Cumberland, Mg. SUN i 867 | Peta 


“MARYLAND STA ARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


wy 
34 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 07510 
HE PLACE OP na a % E Twi 
e. Us! 
ts Allegany MaryLanp || ~ or Maryland wooed Allegany 
ge b. CITY OR TOWN [if outside corporate timits, ¢. LENGTH OF STAY IN 1b | c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
38s whita RURAL end give neerest town) 
creda weal AL Cumberland 30 Years LaVale ; 
ee) 6 3 d. NAME OF HOSPITAL OR INSTITUTION [if not in haspitel, give street eddress) | d. STREET ADDRESS . Oka eat 
(ieee 2 * iy 
. a s ‘| Memorial Hospital (40 Minutes) | 14 Roselawn Ave. ves [] No LX 
‘6 /3. NAME OF First Middle last 4. DATE Month Dey Yeers=— 
g DECEASED : : OF 
3 Tye ersvaih Elizabeth M. Rorick | DBR) Dune 5 19 67 
= (5. see 6. COLOR OR RACE]7. maRRieD DX) Never magni [-] | 8- DATE OF BiRTH 9. AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS, 
r test birthdey) |"Months| Deys | Hours | Min. 
Female White WIDOWED DivorceD [ ] Sept . 10 , 1912 54 vs. | | | 


Joa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


dene during most of working life, even if retired) | 


permit. File pages 1nd 2 with the State Department 


Item 18. Give Pages 1, 2, and 3 to the 
ted agent, prior to burial, cremation, or removal, and in any even! willing 72 


warded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be rei 


|______=s=_—=sdsHousewife Home | Moorfield, W.Va. USA ; 
13, FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
Daniel Coby | _ Elise Riggleman 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
BD] ives, r unkown} | (ifyesgive werordetesof service) —_—— 
= 7 EE oe L John J. Rorick 14 Roselawn, Ave, 
3 CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), end (c).) LEE ARG DOA TT 
PART I OEATI MEDIATE CAUSE le) Coronary Occlusion ‘Hours 
{204 DUE TO 
Conditions, # any, which (bh Coronary Sclerosis -- 
geve rise to immediete ceuse ee 


(e), stating the underlying 


This certificate should be executed within 24 hours after death. If an’ 


Page 3 should be used as a burial-transi 


[= 
o 
a 
Bes 
*o 
= 
a] 
§ causa last fe). be! oF 5 > <b es 
£ Z| PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
0 e —[S -, | PERFORMED? 
8 3 ves [] No [&} 
° i | 20s. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 1B.) = 
ae & | PRIMARY [] or CONTRIBUTING [| 
Ho G | CAUSE OF DEATH. 
ae ——— 
e = Ff 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (Stete) 
= 5 g Webra While Nol White fectory, street, offiea bldg., atc.) 
3d s a = pom. 9 jat work at work be? 
hs 3 5 z nc Me = 5 ; za 
a 9 21. I certify that | took charge of the remains described above, held an Autopsy {a} Inspection (¥ Inquiry be and in my opinion 
Oeeee death resulted from: Natural causes [Jf Accident []. Suicide [], Homicide [-} Undetermined manner [7] 
eo ‘ / CHIEF MEDICAL EXAMINER 
ag ACTUAL Leal A ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
4 SIGNATURE, Ate Cen d M.D. is Oo 
Mond. DEPUTY MEDICAL EXAMINER [X] June 5 1967 
5 x>m5 EXAMINER'S dict Ski i 5] 
= ees Benedict Ski tarelic,y MeDe dcsress isicom city, town, of confumberland, Maryland 
a Bok 3 2a. BURIAL, CRE IN,| 22b, DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) (State) 
2 REMOVAL (Specify) 
Qaxor Buria 6/8/67 | St. Mary's Cemetery Cumberland, Maryland 


‘24b, REGISTRAR'S SIGNATURE 


No 1967) fOLonlea eg 


24a. REC'D BY REGISTRA 


Y MARYLAND STATE DEPARTMENT OF HEALTH 


—_— ] Divisian of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
; > 07535 CERTIFICATE OF DEATH 
3 ay) |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before. ANY 
re &s : 0. COUNTY AALEGANY aetns o STATE MARYLAND b.couy ALLEGANY 
= a 3S b. ssi Gr al (If outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corparate limits, write RURAL and give nearest tawn) 
g Bes me noes CHIMBERCAND 1MO 3WKS1D CUMBERLAND ea 
~ 2 ee @. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street address) od STREET ADDRESS oR RSID 
a Bee 5 MEMORIAL HOSPITAL RT#3,BEDFORD RD. ves L) no ) 
= S ss 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
Bos DECEASED.» | pa C SAVILLE SeaTH JUNE 18, 167 
2 


< 
4 = 5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED (_]] 8. DATE OF BIRTH 9. AGE {In yeors | FUNDER YEAR | IF UNDER 24 ARS. 
we 0 
3 < 8 > MALE WHITE wiooweo TE] pwvorceo 3 S22= 1 889 fast ie Manths | Days } Hours | Min. 
oh 6 Se 100, USUAL OCCUPATION 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) 12 CITIZEN OF WHAT 
Pan Mears uri af warking lite, even if retired} ? COUNTRY? 
» lu ite, even if retire 

2 S82 Ree eR GROUERY CUMBERLAND, MARYLAND USA 
Se sic 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= 6S8 ISAC SAVILLE ANNA BARNES 
2 as 
sg é 
= £58 TS, WAS DECEASED EVER INUSS, ARMED FORCES? | 16. SOCIAL SECURITY NO 17, INFORMANT ‘Address 
3 Se 5 ear coma (if yes give war ar dates af service’ 18 4911 ME MOR | AL HOS PITAL ‘ CUMBERLARD, MD 
Se eee 
ing as 18. CAUSE OF DEATH (Enter anly ane cause porcine Yar (a), {b), and (c),) EE : INTERVAL BETWEEN 
= £58 "PART |. DEATH WAS CAUSED BY: rer SES ONSET AND DEATH 
iy SEs IMMEDIATE CAUSE (0 
Se atet DUE TO 
g B25 Conditions, if ony, which gave or. O's 
26.235 rise to immediate couse (a), 
a 
be ie eaee stoting the underlying cause 2B r 
goats | (=) 
seuss PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) 19. WAS AUTOPSY 

fo = 
geete JE mS Hae een 
se eee g 

o+- Ss oS 
Zs 252 = | 200. ACCIDENT WAS UNDERLYING C1 205. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Hl of jtem 18.) 

ee = item 18) 
Sees & | OR CONTRIBUTING CICAUSE OF DEATH : 
aeese MINER) -——~ 
Sess. S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zz .ss SP. TINE OF INURY Month, Doy, Year 70d. INIURY OCCURRED | 200. PLACE OF INIURY (Home, form, | 201-—{City or town) (County) Spte) 
e@2=Es5° 8 Hour a.m. While y tetttile C5 factory, street, afice bldg, tc.) Ne of oe rs 
ca se 2 p.m. 19 at work ot work tae - GZ 
$5 ao 21. 1 certify that (I) (this hospital) gttended the --—- fram 227 £2. 0 Ns oe CL /p 9, 19__Z, thot (f) fwe} last 
BZ gee _sow-the-deceaséd alive an - / pes 19___, and thet decfh accurred at 7G A érdtre cadses/ond on the date stated above. 

@ <eues Ez a ATTENDING a, STAFF 

S22c3 1H ik SLES _ Ss MD. PMs orrector CI pws. O 
az@eause f a DY, 
ae 3 4 peri) OR, Ry Je WILLIAMS 122 SO. CENTRE ST, CUMBERVAN 
a fs. 
Suz ee Bi BURIAL, i si Bb. DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City or Town) (County) (tote) 
zoree REMOVAL (Spec) I 5 eal: 
eeoo* une 20, 1 Sunset Memorigi Park Cumberland 


< 
oy 


38 
=> 
&. 


a 
= 


TA FUNERAL DIRECTOR ADDRESS 250, RECD BY REGISTRAR | 2b. REGISTRAR'S YGNATHRE 
2 Byron Kight Cumberland, Ma. | oaJUN 2 3 196 ole 


4 


Q 


€ eath. 
al? 
Pages Fahd 2 
fter death. 


q 
in by th 
Hours a 


et 


and in any event) witht Y 


lease remave cagbai 


P 


transit permit. Then 


gned by the attending physician and complet 
, cremation, ar remaval 


yu 


pt. of Health prior ta burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs 


Page 4 may be retained by the hospital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 
e 3 shauld be detached for use as the bi 


should be fied with the State De; 


pat 


directar, 


Bo 


35 
=> 
<a 
& 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


97536 CERTIFICATE OF DEATH 97512. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
a. COUNTY a. STATE b. COUNTY 
Allegany MARYLAND Maryland Allegany 
b. cl PRTOWN i outside ore eit c LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
write and give nearest tawn % . 
Frostburg 60 years RRR Eckhart » Md. o/:/ 
d. NAME OF HOSPITAL OR #NSTITUTION (tf not in hospitol, give street oddress) d. STREET ADDRESS. e. he wee 
Miners Hospital Box 46 ves CJ No fx] 


3. NAME OF First Middle Lost Doy Yeor 

DECEASED i 

(Type or print) Marie Scarpelli 
5. SEX 6 COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [_]| 8. DATE OF BIRTH 9. AGE Tn yeor 

a 88 8 lost birthdoy) 

Female White WIDOWED §&] pivored []|Dec. 27,1665 aly yes: 
Uo, USUAL OCCUPATION (Give Kind of work done T0b. KIND. OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12, CITIZEN OF WHAT 
dyring most areas lite, een if foe Ow SPURS me Ttaly COUNTRY USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

Unknown Unknown 

TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17, INFORMANT ‘Address 


(Yes, no, or unknown) |(If yes give wor or dotes of service] 
no 
18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), and {c).) 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


DUE TO 
Conditions, if ony, which gove (b) 
tise to immediote couse (0), 


Mr. James Scarpelli, Eckhart, Md.-Son 


INTERVAL BETWEEN 
ONSET AND DEATH 


i, a DUE TO 
stoting the underlying couse 
Lic See 0 10 #49: 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. ae 
Lrewlrehee gereltake vs] No 


200. ACCIDENT WAS UNDERLYING ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Hl of item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 


(IE EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED 2%e. PLACE OF INJURY (Home, form, 20f. (City of town) (County) (Stote) 
Hour o.m. While Not While foctory, street, office bldg,, etc.) 
p.m. 19 ot work L] ot work O 
21. I certify that (I) (this haspital) attended the deceased fram_A2eery op _,19_G4, to_Sesn , 19.47, that (1) (we) last 


and that death occurred at?240# M, fam causes and an the date stated abave. 


ATTENDING MED. STAEF 
PAYS. 2B oirecor OO Pas. O 
72d. ADDRESS 


saw the deceased alive an 
20. SIGNATURE 


ZAZA 


Dr. G. Paige Strdéng, M.D. 


‘2c, PHYSICIAN'S 
NAME (Type) 


23d. LOCATION (City ar Town) 


Zo. BURA, CREWATON, —] 2. DATE THEREOF Zc. NAME OF CEMETERY OR CRERATORY (County) (Sore) 
L {Speci , 
auger) =| June 20,1967]St.Michael's Cemete ostburg,Ma. Allegany 
FUNERAL DIRECTOR ADDRESS 250, RECD BY REGISTRAR | 2Sb “RCGISTRAR'S SIGNATURE 


ames I. Scarpelli, Cumberland, Md. 


oN 22 1967] fCLonbay 9 


MARYLAND STATE DEPARTMENT OF HEALTH 
IMISION OF Y}TAL RECORDS, 30 vob vets STREET, BALTIMORE, MARYLAND 21201 


07537 eo TE OF DEATH 97513 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 


° ON ALLEGANY wavy | ° MARYLAND “°*” ALLEGANY 


b. CITY OR TOWN (If outside carporate limits, c. LENGTH OF STAY IN Yb c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 


wie RABE REND” 79 DAYS CUMBERLAND, MO, 7, 


eee 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS e. i RESIDENCE 


MEMORIAL HOSPITAL 516 LOWELL AVENUE ves L] no 
7. NAME OF Fist Tide asl a Month 


Lost |. DATE Yeor 
tic ROY T, SHAFFER June '® 7,,°67 


‘Type or print) DEATH 
SEX © COLOR OR RACE | 7. MARRIED JK] NEVER MARRIED | B. DATE OF BIRTH LOGO ' Ny yeors | IFUNDER LYEAR [TF UNDER 20 ARS. 


etely filled in by the 
arbon papers. P 


ant, within 7: 


” “Tos doy 
ALE WHITE wioowen [J ovoreo []| 11-15-85/ re 
100. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY PEN NA COUNTRY ? U S A 
CARMA RAILROAD INA. S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


WILLIAM SHAFFER ELLIA SHIPLEY 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 


(Yes, no, or unknown) |{If yes give wor or dotes of service ae MEMORIAL HOSPITAL CUMBERLAND, MD. 


Of 
‘ond {c).) INTERVAL BETWEEN 


18. CAUSE OF DEATH (Enter only one couse perline for (0) 
PART DEATH WAS CAUSED BBE ORTH CARC | NOMA-GENERAL IZED OPE ST 


: IMMEDIATE CAUSE (a) 
7X DUE TO 


Conditions, if ony, which gove FROS TA TE 


-tronsit permit. Then pleose remove ¢ 


gned by the attending physician ond compl 
, cremation, or removol, and in gp 


tise ta immediate couse (0), 
stoting the underlying couse 
ene Se ae 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) | 19. WAS AUTOPSY 


So 
2 
3 
> 
= 
cS) 
i 
> 
So 
a3 
= 
a 
= 
= 
= 
3 
2 
= 
& 
3 
x 
a 
2 
2 
= 
o 
mS 
= 
3 
4 
3S 
ry 
3 
2 
= 
=) 
= 
2 
2 
aS 
i 
z 
= 
= 
2 
se 
= 


ARTERIOSCLEROTIC CARDIOVASCULAR DISEASE an 


yes} No KJ 
200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 1B) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour ‘o.m. While Not While foctory, street, office bldg., etc.) 
p.m, 9 steel roth oa 


21. | certify that (I) (this haspital) attended the deceased fram 960 Veep to_JUNE , 1967, that (l) (Ke) last 
saw the deceased olive on_J UA 19.67., and that death accurred ‘at? M, fram causes and an the date stated abave. 


Tio. SIGNATURE 4 | rat a a 72b, DATE SIGNED 
A a SIZ. MD. PHYS. X oieecror OO prs. OO] 6-8~6 


‘Tc. PHYSICIAN 


Res Ore . OVERJON/AIMMELWRIGHT 133° VA, AVENUE, CUMBERLAND, MD, 


280. BURIAL, CREMATION, 2b. DATE THERED 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
pest 
A JUNE 10, 196 


SUNSET MEMORTAL CUMBERLAND, MD. 
24, FUNERAL DIRI ADDRESS 2S0. RECD BY REGISTRAR . B'S 
was \, SYRON KIGHT CUMBERLAND, mp. |. JUN 1 2 196 


After this certificate has been si 
MEDICAL CERTIFICATION 


director, poge 3 should be detoched far use as the b 


Poge 4 moy be retoined by the hospital or ottending physicion. 
should be filed with the Stote Dept. of Health priar to burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: 


: MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


97538 CERTIFICATE OF DEATH 07514 


=H 


oe 1. PEACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence before admissian’ 
sas w ) 
= 5X 0. COUNTY a. STATE b. COUNTY 
2-5 ALLEGANY wARYLAND W. VIRGINIA vw 
= oS b. CITY OR TOWN (If outside carparate limits, c LENGTH OF STAY IN 1b «. CITY OR TOWN (If outside carparate limits, write RURAL and give nearest tawn) 
=Syn write RURAL and give nearest AND 
BO 3 UMBERLAN 1 DAY RIDGELEY, W.VA. A o3 
@ = 2S d. NAME OF HOSPITAL OR INSTITUTION (If not in haspital, give street address} d. STREET ADDRESS e out Ra 
Bee MEMORIAL HOSPITAL 163 MAIN ST. ves C) no X) 
Sse 3 NAME OF Fist Middle Last 4. DATE Manth Doy Year 
See ibe or nt) MARY E SHEPHERD | ohaty JUNE 6 67 
= ie SS S. SEX 6. COLOR OR RACE 7, MARRIED »‘a] NEVER MARRIED. Oo B. DATE OF BIRTH 9. AGE (In years TFUNDER 1 YEAR | IF UNDER 24 HRS, 
§ 2 ox lost birthday)  Manths | Doys } Hours [ Min. 
Pee \ MA WH wioowe [1] pivorceo [J 7-15-84 
= 100, USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign country) 12. CITIZEN OF WHAT 
CES during mo: i if retired) ’ 
$ HOt OME We VIRGINIA U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


< 
6 
3 
s 
= 
S 
s 
3 
2 
& 
c 
£ 
= 
7 
= 
= 
3 
3 
@ 
8 
2 fe 
So os 
a) es 
=. = 
s ae DANIEL STIENBAUGH CHRISTIAN DYCHE 
= 7 s & To aa. ES FORCES? 1b SOCIAL SECURITY NO. 17. INFORMANT hadress 
im] ets 5, NO, OF UNKNOWN) ‘yes give wor or dates of service) 
£ 2€s NO NONE | MEMBRIAL HOSPITAL CUMBERLAND, MD. 
i oe 18. CAUSE OF DEATH (Enter anly one cause per Tink Yor (a), (b), ond fd) 5 INTERVAL BETWEEN 
Eo ecw PART |. DEATH WAS CAUSED BY: Se AL ET AND DEATH 
fects IMMEDIATE CAUSE (a) at Zt a ee A Spee 
eet dee: DUE TO ( 
8 fa 3 3 3 Conditions, if ony, which gove (b) S eee ee 
Ze 255 tise to immediate cause (a), 
Eo ces pata the underlying cause DUE . ‘ ss 
25 oF. st. y= c 
Seo. aoe 
of oe > | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
ES ge s ——— ; 
5 3 =z vs [J so 
icone So S 
Zs 252 = 2a, ACCIDENT was UNDERLYING) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port Il af item 18) 
VEE SS ee ING LI Cal EATH = ee 
a Bese & | (IPEITHER, NOTIFY MEDICAL EXAMINER) Fes 
z= ig 3S = | 20. TIME, OF INJURY Month, Doy, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY rn farm, | 2Of (City ar town) (County) Stote) 
eis e4 jour "a.m, While Nat While factory, street, office-bidg., etc.) LZ, Lh 
ge see bs pm 19 athark EI ct work CI jee : Cogs CL Zo 
os sao 21. | certify that (I). (this haspi a) sends the deceased fram_277 Ze 19 tol YX C/E 19_C, that (|) 44e) lost 
Biase Sie The Merbased’ glive op _& Lee ).19__, ond that/death ‘occurred 2 24SPM, Tron cayses ‘ond on the date stated abave, 
esO8s 5 7" 7 22b. Di 
@ <7 ge YZ ATTENDING oy te STAFF é 
Ss8l3 VM A ae tS, oirector (1) pays. CO) 
2>a8e PHYSICIA | 22d. ADDRESS 
s p 
ees ? wis) DR, R, J. WILLIAMS 122 S, CENTRE ST UMB ERLAND, MD 
S338 ae) 7a. BURIAL CREMATION, 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City or Tawn) (County) (State) 
mon es REMOVAL (Specify) JUNE 196 s 
oro? 95 1967 UNSET ,EMORIAL PaRK 


1967 


BURTAL AD, MD, __-$——— 
! RAL DIRI ESS Se “D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 
24, FUNERAL DIRE One act GET CUMBERDAND, MD. MUN 12 folorlag age 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


= 


: 97539 CERTIFICATE OF DEATH 67515 

dl 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY o. STATE b. COUNTY 
235 ALLEGANY * HRARYLAND MARYLAND ALLEGANY 
Zz 35 b. oy Sad (If outside area limits, c. LENGTH OF STAY IN Ib c CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
=—ov write an, 
228 H 32 DAYS FROSTBURG, MD. or] 
le en @. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street oddress) d. STREET ADDRESS @ BRSRENE 
3g MEMORIAL HOSPITAL 183 S, WATER ST. ws 10) 
< 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
$2 Bee rion FREDERICK H SHOCKEY Naa JUNE 25) i On 
ess 5. SEX 6. COLOR OR RACE | 7. MARRIED [X] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER T YEAR TIF UNDER 24 ARS. 
522 lost birthdoy) Months | Doys | Hours J Min. 
See MALE WHITE wioowen [] pivorceo 8-22-00 ys. 
sce 100. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
es ‘ if retired) Y : COUNTRY? 

sge |SBure ‘AVERN" OPERATOR PENNA, PaUe Sia 
ae 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
685 HERMAN SHOCKEY SUSAN WARNER 
= 2 TS. WASDECEASED EVER INU.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
Be. (Yes, no, or unknown) |(If yes give wor or dotes of service} 
ee ea B15=18-8513 MEMORIAL HOSPITAL CUMBERLAND, MD. 
55 


TB. CAUSE OF DEATH (Enter only one couse per line foy4p),(b), ond (¢}) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 
tee DUE TO 
Conditions, if ony, which gove é Bats evi 3 


tise to immediote couse {0}, 


-transit p 


shauld be filed with the State Dept. af Health priar ta burial, crematian 


stoting the underlying couse DUE ro 
ost. () 
<= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING Bp DEATH BUT NOT RRLATED TO THE JERMINAL DISEASE CONDITION GIVEN IN PART {fo} 19. WAS AUTOPSY 
A\e ) TY 
3 UAtii aA & urhtckim Astopie CECE — ves L)_No_[X 
= | 20. ACCIDENT WAS UNDERLYING C1 ra DESCRIBE HOW INJURY OCCUPRED. (Enter noture ofAnjury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTING CI CAUSE OF DEATH 
| (IFEITHER, NOTIFY MEDICAL EXAMINER) 
S [2c TIME OF INJURY Month, Doy, Yeor 70d. INJURY OCCURRED | Qe. PLACE OF INJURY (Home, form, ] 20f. (city or town) - (county) (Stote) 
2 Hour 2 While Not While factory, street, office bldg., ete.) 
9 otwork L] atwork CO) e 
2.4 me that (I) (this haspital) slid fe deceased fram Sf 2g ta_& Jos 7, 19%G/, that (I) (we) last 
saw the deceased alive a 196 2_, and that death accurred 10: 35M, from Causes ahd on the dote stoted obove. 


LETT 


To. SIGNATURE Ua. @ ATTENDING MED. STAFF } 3 
4) a mo. pays. “BSL omrecror CI pars. O G7) . 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. 


Page 4 may be retained by the haspital ar attending physician. 


directar, page 3 shauld be detached far use as the burial 


TO FUNERAL DIRECTOR: After this certificate has been signed by the 


es ‘22c. PHYSICIAN'S 22d. ADDRESS 
j nane(tipe) DR. WALTER HIMMLER CUMBERLAND, MD. 
20. BURIAL, CREMATION, ‘3b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City or Town) (County) (Stote) 
BuRtRE | guNE 28, 1967| WHITE OAK CEMETERY SOMERSET, PENNA 


< 
s 
= 
=a 


24. FUNERAL DIRECTOR ADDRESS 250, RECD BY REGIST Sh PRELSTBARY HGNAR BE hagl 
Mae Oe JOSEPH R. DURST, SR., FROSTBURG, MD. wa B'8 7 ae “0 @ 


a 


Oe MARYLAND STATE DEPARTMENT OF HEALTH 
emigre] Lith sah of AER oe 4 STREET, BALTIMORE, MARYLAND 21201 
Pe a, 97540 ERTIFI 


OF DEATH 07516 


s 


< 
a os 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
3 . o. COUNTY TE b. COUNTY 
= \B4Y) ALLEGANY MARYLAND MARYLAND ALLEGANY 
5 Sss BL CITY GR TOWN CF outside eee ir © LENGTH OF STAY IN Tb © CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
a = e write ond give nearest tawn. 
g Bes CUME RLAND IWK, TDAY OLDTOWN e/a 
= SS d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) @. STREET ADDRESS © RESIDENCE 
1G ? 
“ gs 5? MEMORIAL HOSPITAL OLOTOWN, MD, ves L]_xo ] 
z ss 7. NAME OF Fist Middle YOUR ost 4. DATE Month Doy Year 
3 je3* beceasep = LORENA A. Shiyroek can JUNE 15, 167 
5 aay > 5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors [_IFUNDER T YEAR J IF UNDER 24 HRS. 
2 & 2s “+ lost birthdoy) Months Min. 
ees FEMALE WHITE wipowen pvoreD []|March 4, 1895 72 
2 
oA ge a le USUAL oerTion Give nd of rk done 10b. Poe OR 11. BIRTHPLACE eae: or foreign country) 12. pera Re WHAT 
oak Gus du pet working lite, even if retires ? 
2 832 Wrest owSne OLDTOWN, MD, USA 
& gas 13._ FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= as 3 CHARLES TwIiGG HANNAHSZSEERBOBODEH Goldsborough 
s 
Pe 3 RES ree a ARES FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
oe 85, or unknown, Ss give wor or dotes of service! 
3 SE 4 to f es None MEMORTAL HOSPITAL, CUMBERLAN NO,MO. 
2 y as 18. CAUSE OF DEATH (Enter only one couse per line fox (0), (b), ond (¢).) INTERVAL na 
~ £58 PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH 
S. Ses UA IMMEDIATE CAUSE (0) 
acta a 7: DUE To 
& a 8 3 Conditions, iy which We (b) 
ee 222 tise to immediote couse (0), 
i 2 gee eee the underlying couse TE = 
2£ Set lost. « 
S2o,8 — 
yo = | PART Il. OTHER SIGH[F}EANT CQNDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO JHE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 
E2bfe= 2/2 e i at a iy cee 
$= “(2 YES NO 
sae 7s * [8 aN a - JA COL Ltd“ — Gaz¢ic,4_ 
35252 & 200, ACCIDENT WAS UNDERLYING Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
S22 7s & | OR CON ING C1 CAUSE OF DEATH 
a Sess S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ee & [20c. TIME OF INJURY Month, Doy, Yeor 70d. INJURY OCCURRED He. PLACE OF INJURY (Home, form, | 208. (City or town) (County) (State) 
og £sO s Hour ‘o.m. wile Not While factary, street, office bldg., etc.) 
2 ae es = ene 9 otwork L]_otwork LI 
ees . L certify that (I) (ie-heapitt) aie the deseased fram_.Ze sere 19-4 om? JS, 197 that (I) (woplast 
ae g3= saw the deceased alive on eZ. and that death accurred oS 00M, feb causes and an the date stated abave. 
é <aiss= 220. SIGNATURE inns aa 22b. DATE SIGNED 
Sis ee ? f— 9 th vapled PHYS. eee OO pays. SSEH-6F 
z a Se Te. aT | 22d, ADDRESS 
peg. fy (we) DR. WM, F, WILLJAMS 2puS'. 
z= 
So. Z223 Zo. BURIAL, CREMATION, 23b. DATE THEREOF Dac. NAME OF CEMETERY OR CREMATORY 2 23d. LOCATION (City or Town) (County) (Stote) 
ropes REMOVAL Spey) : ° . 
otoe -18-67 Davis Memorial Cemeter Cumberland Md 
Lee 24. Stat DIRE 250, REC'D BY REGISTRAR 


GISTRARS y Neeghe 


a 
VR AIS (4) Kf 
‘25M 1/67 


carpelid Fynera} pgs Cumberland ,Md. | UN 29 1967 


: MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


a) 7544 CERTIFICATE OF DEATH 07517 
1, PLACE OF DEATH 


\ 
co) 


< 
3 2, USUAL ys Wher ane lived, if institution: Residence before admissign) 
3 53 a. COUNTY ALLEGANY ake a. STATE RYT A econ RL L e ANY 
= te 
s =72 
Ss 235 B. CY OR TOWN (guts corporate all © LENGTH OF STAY IN Ib © CITY OR TOWN (If outside corparate limits, write RURAL and give neorest town) 
o =se write and give negres 
gs 583 CUMBERLAND 2 DAY 8 HR|| CUMBERLAND Vix 
= ee d. NAME OF HOSPITAL OR INSTITUTION (IF nat in haspital, give street address) @ STREET ADDRESS renee 5 ESIDERE 
o Bese A 21 CRESAP DR.,BOWLING GREEN«s Cy wo [% 
ee 3. NAME OF Fist Middle Last 4, DATE Month Day Year 
= DECEASED F 
a (Type ar print) EVELYN MAE SMITH DEATH JUNE 21 » 67 
2 S, SEX 6 COLOR OR RACE | 7. MARRIED al NEVER MARRIED [}] & DATE OF BIRTH AGE (in yers —TEUNDER YEAR [FUNDER ZH HRS 
2 last_birthdoy) Months | Doys | Haurs | Min. 
2 ts MA WHIT wiooweo [1] pworced (}| 12-01-1907 Q ys. 
x A : 
ye eee To, USUAL OCCUPATION (Give kind of work done TD. KIND OF BUSINESS OR TI) BIRTHPLACE (County & Stote, or fareign country) T2. CITIZEN OF WHAT 
2 clas dorng moe of arking le, gen iret) FARR COUNTRY? 
Sole pedt rss acnine Upr, 0 MONONGAHELA TY, PA USA 
2 ges 13, FATHERS NAME 14. MOTHER'S MAIDEN NAME 
= = 
Gaps R FLORENCE ANN HESYwaee 
et eo © TS. WAS DECEASED EVER INS. ARMED FORCES? | 16, SOCIAL SECURITY NO 17, INFORMANT 
3 Se 5 Geb ar unknawn} |(If yes give war ar dates af service] 215=20=6833 MEMORIAL HOSPI TAL, CUNBE RLAND, MD. 
so MEPIE Ts td 
2 ee 18. CAUSE OF DEATH (Enter anly one cause per line far (a), (b}, and (¢),} INTERVAL BETWEEN 
So ote PART |. DEATH WAS CAUSED BY: 
2o=s 3 IMMEDIATE CAUSE (a) 
oe pee DUE To 
£2 2373 Conditions, if ony, which gave (0 
SE S55 rise to immediate cause (a), 
se 
= > ane stoting the underlying cause La 
Seas ae Ws 
S24.8 
Sys THER SIGNIFICANT IN INA NDITION GIVEN IN PART?1 19. WAS AUTOPSY 
ry 3 = ; = THER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERRINAL DISEASE CO 6 On. 20. Wy WAS AUTORS 
ne = = 0 
35 2° = N 
2-852 = | M0. ACCIDENT WAS UNDERLTING 1 
aie & | OR CONTRIBUTING C1 CAUSE OF DEATH 
SFSBl | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
zeus e 3 Pn TIME, OF IIURY Month, Doy, Yeo 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Hame, farm, | 20. (City or town) (County) {State} 
ace 39 2 Hour a.m. While Not While foctary, street, affice bldg., etc.) 
Bisse S 19 otwork LI] otwork C1 
Saeed that (I) (we) last 
we gee sow the deceased alive an. 
a25c Ta. SIGNATURE 2b. DATE SIGNED 
Pate ATTENDING MED. SIA 
Sells mo. pus” RL oecror_O 
22c8= , Tic. PHYSICIAN'S id, ADDRESS . 
ES ee |. NAME (TYP?) =D, B, GROVE,MD. 122 SOUTH CENTRE STREET 
Se woo 
$ 3 Sze 230, BURIAL, CREMATION, 23. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City or Tawn) (County) (Stote} 
m & VAL (Speci : 
ee ose Bie | 6/24/67 Sunset Memoria Park Cumberland, AtLegany, Md 


bs 
a 
=, 


24. FUNERAL DIRECTOR ADDRESS Ba. {BY GTR 2b. AEB RAR'S SIGNATUR 
ef H, Wayne George Cumberland, Md, nD ON? v ‘ee ¢ ais 0 AG 


x 
35 
= 
S 
FS 
& 


te shauld be executed within 24 haurs after death hd delay is 
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TO DEPUTY 2. EXAMINER 


Department 9 


Wears 


ith farm PM3. Page 


Page 3 shauld be used as g burial-transit permit. File pages land 2 wi 


the funeral directar. Page 4 should be farwarded ta the Chief Medical Examiner's Office alan 


5 may be retained far yaur files. 


TO FUNERAL DIRECTOR 


47 


Ss 


Health prior ta burial, cremation, or remaval, and in any event within 72 hours after death. ~ 


VR AISME (5) 
6M 1/67 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


7542 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 97518 


|, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admissign) 


a. COUNTY Allegany Avan 0. STATE Maryland b. COUNTY Allegany 


b. CITY OW tf outside corporote His, ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
write, ‘ond give nearest town) 
Cuonbextand, Cunberland, or] 
d. aie OF HOSPITAL OR TNSITOTION (If not in hospitol, give street oddress) d, STREET ADDRESS e RESIDENCE 
D, 0, A. Memorial 237 Paca St, ves [] No 
3. AME or First Middle Lost 4. DATE Month Doy Year 
CEASE! - IF 
Pipe’ or xin) OLLie Frances Snyder death June 27, 67 
S. SEX 6. COLOR OR RACE 7, MARRIED ‘a NEVER MARRIED Oo 8. DATE OF BIRTH Le rea In years IF UNDER | YEAR_| IF UNDER 24 HRS. 
: +3 ier Months | Doys | Hours | Min 
Female White wiooweo [X] oworceo C]| Feb, 18, 1890 ys. 
ie USUAL ei Give wy) of ror tora 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. GUE OF WHAT 
luring 61 of workingulite, even if retire USTRY . it ae ? 
S Hots eos, home Monterey, Virginia USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Henry Grogg Banbana Sponaugle 
ie VASDET SEO ays ARMED FORCES? J 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
es, NO, Or UNKNOWN yes give wor or dates of service} 
0, None Mis, Elva Walters, 237 Paca St, Cuwmb, Md, 
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), ond (c)) INTERVAL BETWEEN 
PART |. DEATH : 
ART DEATH WAS AAEDIATE CAUSE () CORONARY OCCLUSION 
Ad-O1 DUE TO 

Conditions, it any, which gave (6) CORONARY SCLEROSIS 

tise 10 immediote cause (0), DUE TO 

stating the underlying couse 

Cie a a 
ax | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. Was ATO eSY 
= vest] no 
= | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of tem 18.) 
& | PRIMARY LJ or CONTRIBUTING CI 
S | CAUSE OF DEATH 
S [0c TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
£ lour a.m. While Not While factory, street, office bldg,, etc.) 

p.m. 9 atwork LC] atwork C) 


21. I certify thot | took chorge of the remoins described obove, held an Autopsy [_], Inspection iy Inquiry [x]. ond in my opinion 
deoth resulted from: —Noturol couses [X], Accident [_], Suicide [7], Homicide [1], Undetermined monner [_] 


, CHIEF MEDICAL EXAMINER [_] 6/27/67 
SIGNATURE mip. ASSISTANT MEDICAL EXAMINER # 22. DATE SIGNED 
EXAMIN DEPUTY MEDICAL EXAMINER KX] Rt, 9 


R’S . . . 
NAME Tipe) Benedict Skitarelic, M, Address (Street, city, town, or county) Cumb erland, Md. 


230. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 


VAL (Si . 
“BULEHE” 7/1/67 Rose Hill Cometery Cumbertand, AbLegany Md. 
m4. Se DIRECTOR ADDRESS 2S0. REC'D BY REGISTRAR Sb. REGISTRARS SIGNATUR' 


. Wayne George Cumberland, Md. ol 99 49R7 92 


97543 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07519 


VOb. KIND OF BUSINESS OR 


FOR STA MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
HEALTH DI T” PIACE OF DEATH 7. USUAL RESIDENCE [Where deceosed lived, # institution Pare paw ok ge 
COUN STATE b. COUNTY 
228 ‘ Allegany manyiand |] W, Va, / 
<= = = b. ie OR ion Yl outside popperate) limits, c. LENGTH OF STAY IN 1b c CITY OR TOWN (If autside corparate limits, write RURAL and give nearest =a 
3 write ni ive net town) . 

~ 5s Cumbertand Ridgeley eae 

e a NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) © STREET ADDRESS NE 
-_— G . rs i 
28s q9 Memorial Hosp, (0.0,AJ) 168 Main St, ves (] no XJ 
Ses 3. NAME OF First Middle Lost 4 DATE Month Doy  Yeor 
Sek Eat) Wikhiam Robert Spangler Om June 8, 9 67 
= [cy 5 6. COLOR OR RACE 7, MARRIED x) NEVER MARRIED (iss 8. DATE OF BIRTH a 4 (in tes IF UNDER t YEAR| IF UNDER 24 HRS. 
oe A ae lay, Min. 
2 a 3 White wiooweo [7] vivorced [}| 5/16/1899 ve 
eS 
2s 


© 


the funerol director. Poge 4 should be forwarded to the Chief Medical Exai 


L EXAMINER: This certificate should be executed wi 
5 may be retained for your files. 


TO DEPUTY 2. 


100. USUAL OCCUPATION eh kind of work dane 
during mast af warking lite, even if retired) 


0 


Textile PL ' 


TI. BIRTHPLACE (State ar fareign tt 


Cumberkand, Md. 


12. CITIZEN OF WHAT 
JUNIRY 4 


13. FATHER'S NAME 


|4. MOTHER'S MAIDEN NAME 


Robert P, Spangler Mary Snyder 
15. WAS DECEASED EVER IN US. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
{Yes, na, ar unknawn) |(If yes give war or dates of service] a eve. W Va. 
f 21407-0005 | Mrs, Hallie Spangler 168 Nain Seed 
18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), and (c)) INTERVAL BETWEEN 
. 3 IDEATH 
eh CORONARY OCCLUSION 
g DUE TO 
Conditions, if ony, which gave (b) CORONARY SCLEROSIS bedded 
rise ta immediate cause (a), 
stating the underlying cause DUETO 
en — ea ) 


PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


21. I certify that | took chorge af the remains described above, held an Autopsy [_], 


1s 
A \e ves] No 
© | 20a. EXTERNAL CAUSE WAS 2b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il af item 18.) 
& } PRIMARY CJ or CONTRIBUTING C1 
| CAUSE OF DEATH. 
© 120. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Hame, farm, 20f. (City or tawn) (County) {State) 
= Hour .m. les Not While factory, street, affice bldg., etc.) 
.m. 19 at wark C1) of wark | 


Inspection Lyf, Inquiry il. and in my opinion 


TO FUNERAL DIRECTOR: Page 3 should be used as 9 burial-tronsit permit. File poges lond2 with the Stote Deportment o! 


Health prior to buriol, cremotion, or removal, ond in ony event within 72 hours ofter death. 


necessary, please execute the certificate, writing the word “pending” in p 


23. BURIAL, CREMATION, 
ify) 


23¢. 
fpavis Memonial Burial Pi 


death resulted fram: —Noturol causes i, Accident [_], Suicide [[], Homicide fk Undetermined manner 
éi Js , CHIEF MEDICAL EXAMINER [_] Cumb. Md 6~8~67 
tee: mp, ASSISTANT MEDICAL exaMINER [7] Bide 32, 2 RE 
° 
‘ DEPUTY MEDICAL EXAMINER 
EXAMINER'S ; ‘ y¥ - 
2) | NAME (type) Benedict Skitanekic, M.D, Address (Street, city, town, aroun) BALLO, Pike 

23b. DATE THEREOF . NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City ar Tawn) (County) (Stote) 


CunberfLand, Allegany, Md. 


ef 6/12/67 
24, FUNERAL DIRECTOR ADDRESS 25a ISTH 25b, REGISTRARS SIGNATURE 
marge H, alge George Cumbertand, ud, | oHON 14167] “OMe mday Yonsnn 


‘ MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


N7544 CERTIFICATE OF DEATH 07521 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 
o. COUNTY a. STATE b. COUNTY 


ALLEGANY MARYLANO MARYLAND ALLEGANY. 


b. CITY OR TOWN (If outside carporote limits, LENGTH OF STAY IN 1b «. CITY OR TOWN (If outside corparate limits, write RURAL ond give nearest town) 
write RURAL ond give neorest town) 


MBFRI AND IDAY , 9HRS MT. SAVAGE af 
d. NAME OF HOSPITAL OR INSTITUTION (IF nat in haspitol, give street oddress) d. STREET ADDRESS. e is fi A dag 
MEMORIAL HOSPITAL MT. SAVAGE ves LJ no | 


. NAME OF First Middle Lost 4. DATE Month Doy Year 
DECEASED 


OF 
(Type or print) HOWARD R. STEVENS OEATH JUNE 29, 96 
5. SEX 6 COLOR OR RACE [ 7. MARRIED [-] NEVER MARRIED [X] 8. DATE OF BIRTH 9. AGE ic yeors IFUNDER 24 HRS. 


MALE WHITE wiooweo [] pworceo CJ} 5-7-1 89s pe » sil ue Bee |e 


100. USUAL OCCUPATION Gye kind of work dane 1Db. KIND OF BUSINESS OR 1]. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 


seiko a BRT RoAD _|FRoSTBuRG, mMaRYLAND | “"’ usa 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


fe 
‘ages 
haurs att 


led in b 
japers. 
in 72 


Rte 


lease remave carb 
and in any event, 


physician and campletety Till 


en 


OR N ATHERIN OA rs 
the WAS Bie ay Seem Bt ; 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
‘es, NO, ar ynknawn) |(IF yes give wor or dotes af service} 4, 
WO 7/Z-/4-/679\__weMORI AL HOSPITAL, CUMBERLAND, MD. 
18. CAUSE OF DEATH (Enter only one couse peri 7 7 js INTERVAL BETWEEN 
PART |. DEATH WAS CAUSEO BY: ONSET AND 
IMMEOIATE CAUSE (of 
DUE TO 
Canditians, if any, which gove (6) ie 
tise to immediote couse (0), DUET 
stating the underlying couse x 
ed ) 
PART Il_OFHJR SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL OISEASE CONDITION GIVEN IN PART I(0) 19. ee 
eee ee, ves] NO 


2a. ACCIOENT WAS UNDERLYING C1 ‘20b. OESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. vit ee INJURY Month, Ooy, Yeor ‘2Dd. INJURY OCCURRED 2e. PLACE OF INJURY (Home, farm, ET ity or Inwn) eA a) 


four o.m. = While Eee foctary, street, office btdg., etc.) é “vat 
p.m. 9 ot work at work Oo - 4 413g’ LE we" 


=, 

e deceased fram 7 > ¥ 72 4,19, to L222"), 19__ hat (I) we} last 
222 Me, 19____, and thof death occurred atl 125M, fhatp es afid an the date stated abave. 
ATTENDING ‘MEO. STAFF 
no. pas CY pirecror CO pis. 0 — 

22d. ADDRESS 


/ aNaD Rsk " AM 22 SO,CENTRE STREET, CUMBERLAND ,M 
23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (State) 
OU hide. |\TULY 2 /UAFROST BURKE MEM, PARK FP ROSTBURE LBA, 


S72" FuNeRat DIRECTO! RS |AQDRESS 250, REC'D BY REGISTRAR 25d. REGISTRAR'S SENATURE 
ey pete 5 Sp JUL 5 196% feHentag 9 
M786 SS) (ZOMM. BEER TR he? BLE CUAE.,, MD ON i vd 


th 


MEDICAL CERTIFICATION 


shauld be fied with the State Dept. af Health priar ta burial, crematian, ar remava 
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directar, page 3 shauld be detached far use as the burial-transit permit. 
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35 


Pages 1 and 2 


ecuted: within 24 haurs after death. 
physician and campletely filled in by the funeral 
bon papers. 


en please remave car 


y the re. 


urial-transit permit. np 
urial, cremation, ar remaval, and in any event, within 72 haurs after dea 


igned b 


hauld be fied with the State Dept. of Health priar ta bi 
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3 


@ 
5 
a 
rs 
2 
S 
ws 
eS 
3S 
3 
3 
@ 
= 
=] 
= 
we 
2 
"ag 
= 
= 
3 
ra 
@ 
c= 
= 
= 
oe 
= 
a 
ea 
ES 
a 
oo 
= 
a 
z 
ai 
= 
= 
< 
o 
o 
= 
= 
= 
a 
a 
°o 
eS 
i=) 
= 


TO FUNERAL DIRECTOR: After this certificate has been si 


VR AIS (4) 
25M 1/67 


MARYLAND STATE DEPARTMENT OF HEALTH 


) 97545 


DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
CERTIFICATE OF DEATH 


$7522 


|, PLACE OF DEATH 


° ONT ALLEGANY 


MARYLAND 


2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


ose waARYLAND °°" ALLEGANY 


b. CITY OR TOWN (If outside corporote limits, 


write bare ab EBLAN D 2 HRS 


d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street oddress} 


Memorial Hosp, 


. LENGTH OF STAY IN Ib 


c. CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town} 


CUMBERLAND, MD, a 
od. STREET ADDRESS 


/ 
e. I RESIDENCE 
ON A FARM, 


yes [_] No: 


3. NAME OF 
DECEASED | 
(Type or print) 


Middle 


Cire 


Lost 


TALLMAN 


Month Doy 


JUNE 7, 


Year 


» 67 


SSK © COLOR OR RACE 
FEMALE | WHITE 


7. MARRIED [] NEVER MARRIED 


pivorced [J 


225 BEDFORD ST. 
& DATE OF BIRTH 


| 4. DATE 
TF UNDER 24 HRS. 
6-7-67 


{in yeors IF UNDER } YEAR 
Hours 


irthdoy) Months | Doys 
yt. 


10b. KIND OF BUSINESS OR 


100. USUAL OCCUPATION ae kind of work done ene 
t, 
Hohe 


dui ring ngs) vie working i $a if eyed 


12. CITIZEN OF WHAT 


OF 
DEATH 
11. BIRTHPLACE {County & Stote, or foreign country) 
COUNTRY? 
U.SeAKg 


9. AGE 
CUMBERLAND, MD, 


wipowed [7] 
JAMES E, 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? r 
(Yes, "Ryo unknown) |(If yes give wor or dotes of service] 


13, FATHER'S NAME 
TALLMAN 
16. SOCIAL SECURITY NO. 
None 


lost 
14, MOTHER'S MAIDEN NAME 
BORNE *MRLION Bonita Malone 
17. INFORMANT Address 


MEMORIAL HOSPITAL CUMBERLAND, MD. 


ONSET AND DEATH 


omens INTERVAL BETWEEN 


1B. CAUSE OF DEATH (Enter only one couse per linp-for (0), {b), ond (¢), 
PART |. DEATH WAS CAUSED BY: 
s IMMEDIATE CAUSE (0) 
749 , 
176% DUE TO 
Conditions, if ony, which gove () 


tise to immediote couse (0), 
stoting the underlying couse Usha It 
Pa a earw en 0 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a} 


19. WAS AUTOPSY 
PERFORMED? 


ves[_} Wo ( 


4 


200. ACCIDENT WAS UNDERLYING C] 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


20c. TIME OF INJURY Month, Doy, Yeor 
Hour “o.m., 


20d. INJURY OCCURRED 
While 


MEDICAL CERTIFICATION 


20e. PLACE OF INJURY (Home, form, 20f. 


foctory, street, office bldg., etc.) 
, 19__, that (I) (we) lost 


(Gy oF town) (County) (State) 


on Dea Y 


os) ta 
£ 7 5A, fram causes and an the date stated abave. 
ATTENDING 


726, UAIESIGNED 
PHYS. Otter O oO 4 une 67 


STAFF 
PHYS. 


Mait(ye) DR. LELAND RANSOM 


230. BURIAL, CREMATION, 


BERQVAL Speci) 


23b, DATE THEREOF 


6/8/67 


23c, NAME OF CEMETERY OR CREMATORY 


22d. ADDRESS 
%d. LOCATION (City or Town) (County) (Stote) 


CUMBERLAND, MD. 
Fort Ashby, Mineral We Va, 


24. FUNERAL DIRECTOR ADDRESS 


Font Ashby Com, 


2S0. REC'D BY REGISTRAR ‘2Sb. REGISTRAR’S SIGNATURE 
omgUN 1.2 


H, Wayne George Cumberland, Maryland 


footing 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


FOR ST 97546 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 67523 
HEALTH T. PLACE OF DEATH 7, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY a, STATE b. COUNTY 
3 % ALLEGANY MARYLAND MARYLAND 
2 § “B.C ane i ‘auiside corporate jin, © LENGTH OF STAY IN Ib © CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town} 
oa i= write, rest town] 
= ¢ BURG DOA ECKHART 
= 
a _,, | _ © NAME OF HOSPITAL OR INSTITUTION (H aot in hospital, give street odéress) @ STREET ADDRESS © RSDENE 
io" Ga ? 
So FT! MINERS HOSPITAL ves [J no [2 
5 WANE OF first Middle Lost 4. DATE Month Day Year 
° CEASED OF 
= £ (Type or print) MARIE s. VALENZANO DEATH JUNE t 5) 19 67 
2°5 £ 5, SEX & COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [-]] 8 DATE OF BIRTH 9. AGE re TEONDER YEAR Oe 
a . Irth doy onths pays: ours in. 
oa. 42 |FEMAIZ WHITE wioowed XX] pivorced (]|DEC. 28, 1881 a i's : ‘ 
sf= 23 To. USUAL OCCUPATION (Give kind af work done T0b. KIND OF BUSINESS OR TT, BIRTHPLACE (State or foreign country) 12 OTIZEN OF WHAT 
£25 2S. d w even if retired) IND) NTRY 2 
ze> 22 (CHOBE TH iY Hon TORINO, ITALY Bubs 
ez &¢ 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
€6e °83 
Ee Le JOSEPH P. SASSONE MATILDA GAVIATI 
see En i b Gado BF dae ARHED FORCES? bt SOCIAL SECURITY ND 17, INFORMANT Address 
2a P= ‘es, na, or unknown yes give wor or dotes af service, 
Sof Es 13~09-6584-D | LOUIS VALENZANO, ECKHART, MD. 
B32 5S 
3 = ay 18. CAUSE OF DEATH (Enter only one cause per line for (0), (b}, and (¢).) INTERVAL a 
eo PART |. DEATH WAS CAUSED BY: 
3°32 é S r y IMMEDIATE CAUSE (a) Coro: Occlusion sidae 
ego $3 ; | DUE TO 
pee Ag a Conditions, if any, which gave (b) Corona: Sclerosis 
o°8 owes tise to immediate cause (a}, 
2 2 o = sor the underlying couse Bus : 
efe S45 =e 
Se Be cz | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. Was AUTOPSY 
mooi eee Ole Diabetes vs [] no Xt] 
SEs, a= Ss 
zees Ss = | 700. EXTERNAL CAUSE WAS 0b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part 1! of item 18.) 
wee 35 5 PRIMARY 1 CONTRIBUTING C1 
x SuP . Bt. 
2 eS 
rage a 3] 2% TIME, OF JURY Mnth, Doy, Yeor 20d. INJURY OCCURRED We. PLACE OF TUURY (Home orm, | 208 (City or town) (County) (State) 
= Ss Sy 2 four o.m. While Nat While foctory, street, office bldg., etc.) 
= Ps 3 &, 5 i pm. 9 eee lel awk 
oa & 7 ci * fs 7 A 
ae lt 21. | certify that | taok charge af the remains described above, held an Autops , Inspection fy}, — Inquir , and in my apinion 
wee ses g psy p quiry yap 
s Sas. 5 decth resulted fram: Natural causes J, Accident (_], Suicide (J, Homicide [], Undetermined manner [_] 
@: 253 a . ’ ». CHIEF MEDICAL EXAMINER 
eae SS SeNATDR wip. ASSISTANT MEDICAL EXAMINER Bc OATE Sates 
> 3s s . 
Esl est ; DepuTy mepical examiner (KX June 15, 1967 
Stsse5 EXAMINER'S ie 
S2See2 2 NAME (Type) BENEDICT SKITARELIC, M.D. Address (Stee, ily, own, or oonumberaland , 
g= ttt, town, ar coun Sua MMe 
Ss 2 Fes 730. BURIAL, CREMATION, 7b. DATE THEREOF 3c, NAME OF CEMETERY DR CREMATORY 23d. LOCATION (City ar Town} (County) (State) 
Eno VAL {Specify 
ie £ Bun TAL” 6-19-67 ST. MICHAELS CEMETERY FR 


24. FUNERAL DIRECTOR ADDRESS. 


JOSEPH R. DURST, SR., FROSTBURG, MD. 


VR AISME (5) 
6M 1/67 


it f "0.9 1967 


fe ; Bs on SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


97547 CERTIFICATE OF DEATH 07524 


}, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


2 CONT ALL EGANY a eae ren ALLEGANY 


b. CITY OR TOWN (If outside corporote limits, ¢. LENGTH OF STAY IN 1b « CITY OR TOWN (if outside corporate limits, write RURAL ond give nearest tawn) 


write RURAL eet WEE PRN D 1 WK, ik 'sDAY 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street broaies) . e. IS RESIDENCE 
ON A FARM? 


yes (_] no 


N 


|. NAME OF it Middle 4, DATE Month Doy Year 


‘andegrift 
Pipe oraint) ROBERT We vandoerett T | DEATH 9 6h 
IF UNDER TYEAR | IF UNDER 24 ARS. 


S. SEX 6, COLOR OR RACE 7, MARRIED ral NEVER MARRIED [| 8. DATE OF BIRTH 9 AGE a ioe? 


MALE {| WHITE | woowo [] _oworeo EJ] 3-7-1917 oat ee eee | 


100. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY. COUNTRY ? 
KING INC CUMB, MD, 


13. FATHER'S NAME (Vande “ ft) 14, MOTHER'S MAIDEN NAME 


W AM AND i MARY |, SMITH 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, no, or unknown) |(If yes give wor or dotes of service] , 
No 05-6001 MEMORIAL HOSPIT 
B. See eA (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
i [AS CAUSED BY. 
' WA AMEDIATE CAUSE (o) CEREBRAL EDEMA 
DUE TO 


Condon tomy whihaove ) gy PATHOLOGIC INTOXICATION WITH EPILEPTOI 
hs ° 4 DUE TO 


stoting the underlying couse 


lost. a) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) [" WAS AUTOPSY 


Pp 


transit permit. Then } 
, cremation, ar removal, and in any event, 


igned by the attending physician and campletel 


e 3 shauld be detached for use as the burial 


PERFORMED? 


ves] No QX] 


£ 
5 
8 
ua 
5 
S 
¢ 
s 
3 
2 
= 
a 
= 
= 
= 
= 
2 
5 
3 
3 
g 
3 
@ 
3 
2 
2 
s 
£ 
3 
8 
3 
© 
£ 
3 
£ 
a 
s 
= 
= 
= 
= 
eo 
© 
2 
= 


200. ACCIDENT WAS UNDERLYING (7 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING LC) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy Yeor 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20 (city or town) (County) {Stote) 
Jour ‘o.m. 


While Not While foctory, street, office bldg., ete.) 
pm. 9 otwork L] otwork CI 


21. | certify that (I) (this hospital) att Te 1.71967, that (1) (Me) last 
67, and that death occurred at eal causes and an the date stated abave. 


ATTENDING MED. STAFF 2b. DATE SIGNED 
PHYS. DIRECTOR sINF CQUUNE 87 L967 


22d. ADDRESS 


After this certificate has been si 
MEDICAL CERTIFICATION 


shauld be fied with the State Dept. af Health priar ta burial, 


_ aE DR, G, OVERTON 
%o. BURIAL, CREMATION, 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) _(Stotel 


REMOVAL (pect) 6/19/67 Sunset Memorial Park Cunberland Allegany Maryland 


24. FUNERAL DIRECTOR ADDRESS Bo. SONS TRAOG 2Sb. PEO IM) 
H. Lee Silcox Cumberland, Maryland 21502 DATE al bi G 


Page 4 may be retained by the haspital ar attending physician. 


directar, pa 


TO HOSPITAL OR ATTENDING PHYSICIAN 


TO FUNERAL DIRECTOR: 


\y 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


07548. CERTIFICATE OF DEATH 67525 


oT 


ore 
s rch 3 |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 
53 a. COUNTY a. STATE b. COUNTY 
3-5 ALLEGANY MARYLAND MARYLAND ALLEGANY 
is 2 3S B. HY OR TOWN (If outside corporote limits, © LENGTH OF STAY IN 1b © CITY OR TOWN (If outside carparate limits, write RURAL ond give nearest town) 
es ~ ee write RURAL and ne UMe MBEBLAND 67 DAYS FROSTBURG , 
= >! 2 
2 ao r=} é 
e@ 2 HSS d. NAME OF HOSPITAL < nee (IF nat in hospital, give street address) | od. STREET ADDRESS ‘| © B RESDENGE 
= Fe ? 
meu ; MEMORIAL HOSP TAL LOWER CONSOLE_RO. | *s L] 00) 
= ae 3, NAME OF First Middle Last 4. DATE Month Da Y 
=\s 24 DECEASED _ < OF ¥ se 
5 2S (Type or print) _ MARY Ee. WALBERT. DEATH 9 
= “2s 5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED B. DATE OF BIRTH AGE (In years [IFUNDER | YEAR { IF UNDER 24 HRS. 
= E : Fa O QO last freee Manths Min. 
eee = winowen pivorced []] & apie Ys 
Soa rears! ihe USUAL tan va chee af “a dane 1b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign cauntry) 12 aN er WHAT 
a es uring ki ren if retire: IN ? 
2 §3: ROSE HE QW HOME GILMORE, MARYLAND 
0 So 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Fe See SAMUEL BEAMAN HESTER EDWARDS 
oi 
«= Se 2 i CES ae ga USA FORCES? To. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
3S es es, na, orunknawn) |{If yes give war or dates of service 
= 62 [ 413-09-6589A_| MEMORIAL HOSPITAL - CUMBERLAND, MD. 
= 
ET oeeg 18. CAUSE OF DEATH (Enter only ane couse per line far (a), (b), and (<).) wie BETWEEN 
= = aie PART |. DEATH WAS CAUSED BY: 
ie A aieas uf / IMMEDIATE Cause (oJ CONGestive Heart Failure 1 Week 
ee ae 7 DUE TO 
vis toi x ‘ 
&segg Conditions, if any, which gave ») Subacute Myocardial Infarction 7 weeks 
SE @55 i ( 
ra 22 rise ta immediate cause (a), 
coe ce stating the underlying cause EpEap 
Sa as ae es Se wArteriosclerotic cardiovasaular disease errs 
Beis ) | = | PART I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. WAS AUTOPSY 
eetse *|2| Carcinoma of the bladder (urinary) 
gee >S 5 ry vs [] no 
35252 & | 200. ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il af item 1B.) 
oars & | OR CONTRIBUTING LJ CAUSE OF DEATH 
Se 5BL S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zo u3e S | 20c. TIME OF INJURY Month, Doy, Year 20d, INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20f. (city or tawn) (County) (ate) 
ee paral 2 Hour ‘a.m. While oO Not While g foctary, street, office bldg., etc.) 
~~ oe ot work of wark 
Z>2eoeo 
Ss care Sell Fer that (I) (this hospitol) ottended the deceosed from Mareh 27 2 'p ne , 1907, thot (I) (we) lost 
se e3e i , and thot death accurred Ores i, or causes and an the date stoted obove. 
i= = 
<55% ATTENDING ED STAFF eae 
Can eo ye ~ MD. PHYS CQ pnector ons, OO] Sune 5, 1967 
208 7d, ADDRESS MDs 
Seg -3 ANE(Tye!) DR. WYAND F. DOERNER Lik N. MECHANIC ST., CUMBERLA®D. 
& sx 
Se = = ) | 230, BURIAL, CREMATION, 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City ar Town) (County) (State) 
i= , i 
oe aa BUREAE (eecity) JUNE 4 '67 FBG. MEMORIAL PARK 
= Ds aa 
24, FUNERAL DIRECTOR ADDRESS 70. B a 2b. REGISTRARS SUGNAT 
EASY) NY JOSEPH R. DURST, SR., FROSTBURG, MD. SUN yb 186 Ff } ty 


= 
mn 


i) 
= 
= 
S 
= 
= 
a 
= 
= 
Be) 
= 
2 
2 
x 
o 
oy 
2 
= 
= 
3 
a 
2 
5 
Sg 
3 
2 
= 
a 
wi 
= 
= 
4 
pad 
ey 
= 
4 
eo 
= 
> 
- 
= 
a 
rer] 
a 
i=} 
ha 


ro 
57 


fter death. @ delay is 


in Item 18. Gt 


= Ca) = 
he State Departme! a = 


Pages I, 2, ond 3 ta 
form PM3. Poge 


the funeral directar. Page 4 shauld be farwarded to the Chief Medical Examiner's Office an 
SS 
MEDICAL CERTIFICATION 


5 may be retained far yaur files. 
_Health priar ta burial, crematian, or removal, and in any event within 72 hours after death. 


necessary, please execute the certificate, writing the ward “pending” in pen 
TO FUNERAL DIRECTOR: Page 3 shauld be used as a burial-transit permit. File pages land 2 


VR AISME (5) ~ 
6M 1/67 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


754% MEDICAL EXAMINER'S CERTIFICATE OF DEATH 07526 


|, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


a. COUNTY ile gany inva o. STATE Maryland b. COUNTY Allegany 


b. CITY OR TOWN (If outside corporote limits, ¢. LENGTH OF STAY IN 1b «. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 


Ye RURAL ft 
(imbertand 45 years Cumberland 


&. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street oddress) &. STREET ADDRESS > REDE 
Residence~Mexico Farms Mexico Farms ves L} no DF 


3. NAME OF First Middle Lost l 4, DATE Month Doy Year 


Eye prin) LENWOOD WALKER or June 25 967 


5. SEX 6 COLOR OR RACE 7. MARRIED [_] NEVER MARRIED [_]| 8. DATE OF BIRTH 9. AGE if yeors IF UNDER 1 YEAR [IF UNDER 24 HRS. 


Male White wiDoweD fx] oworcio [}} dune 10,1887 | gut orn 


100. USUAL OCCUPATION iene kind of work done 1b, KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 


Bary pods oman WoUsRY Peilroad | Points of Rock, Md. CONTE? TSR 


3 seit vg Walk 14 MOTHER'S MAIDEN NAME 
i alker 
Sarah Barrett 


1S. WAS DECEASED il INU.S ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 


Yes, no, or unknown) |(If yes give wor or dotes of service * 
no oe? Mr. Raymond C. Walker Mexico Farms 


1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY CORONARY OCCLUSION PMBPNDREATH 


IMMEDIATE CAUSE (0) 
CORONARY SCLEROSIS 


4 DUE TO 
Conditions, if ony, which gove (b) 
rise to immediote couse {0}, DUE To 
stoting the underlying couse 
ou aaa ae « 


PART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(a) 19. pe? 
YES NO 


‘200. EXTERNAL CAUSE WAS ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port 1 or Port {i of item 1B.) 
PRIMARY C1 or CONTRIBUTING (1 
CAUSE OF DEATH. 


‘20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) (Stote) 
Hour o.m, While Not While foctory, street, office bidg., etc.) 
m 19 otworkL} at work CJ 


21. I certify that | taak charge af the remains described abave, held an Autapsy [_], Inspectian #], Inquiry FA], and in my apinion 
death resulted from: Natural causes {], Accident (_], Suicide [], Hamicide [], Undetermined monner (_] 
a . , / CHIEF MEDICAL EXAMINER [7] 
SIGNATURE mp, ASSISTANT meDical ExaMINER L] June 25,196 
EXAMINER'S DEPUTY MEDICAL EXAMINER 4] 
NAME (lyre) Dr. Benedict Skitarelic, M.D. Address (Street, city, town, or countyJRE 9 Cumberland 


3. DATE SIGNED 


230. BURIAL, CREMATION, 23. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 


Bitat"” _lJune 28,1967] Hitverest Buriat Cumber Hd. Allegany 


24, FUNERAL DIRECTOR : We REGISTRAR 25b, REGISTRAR'S SIGNATURE 
James F. Scarpelli, Gomberland, Ma. 


and campletely filled in by the funeral 

remave carban papers. Pages | ond 

in any event, within 72 haurs after ded 
& 


thet 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, aie 2201 , 


97550 


CERTIFICATE OF DEATH 


|. PLACE OF DEATH 
o. COUNTY 


MARYLAND, 


2. USUAL RESIDENCE (Where deceosed lived, if institution: 
o. STATE b. COUNTY =. 
Ma. WArrevt 


B-CIIY OR TOWN (If outside corporote limits, 
write RURAL ond give nearest town) 


c. LENGTH OF STAY IN Ib 


«. CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town} 


d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street oddress) 


liner's Hospital 
~ NAME OF First Middle 
DECEASED 


re 


a 


(Type or print) iE: (av Wilburr 
S. SEX 6. COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED (_] 
E a winoweD [Y] pivorced [} 

Db. KIND OF BUSINESS OR 


1Do. USUAL OCCUPATION Nee kind of work done 
during most of working life, even if retired) INDUSTRY _ 

sewife mm Home 
13. FATHER'S NAME 


al) ove 


d. STREET ADDRESS 


Lost . Month 
June 9 


bee tae 
8. DATE OF BIRTH 9. AGE (r yeors Ir aa IF UNDER 24 HRS. 


lost fever) Months | Doys 7 Hours ] Min. 
ees 3 yn. 


a BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
COUNTRY? 


ennings 
14. MOTHER'S MAIDEN NAME 


sara 


{Yes, no, or unknown} |(If yes give war or dotes of service] 
ANO 


1S. WAS DECEASED nt IN U.S. ARMED FORCES? 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) 
PART |. DEATH WAS CAUSED BY: 


16. SOCIAL SECURITY NO. 


17. INFORMANT 


INTERVAL BETWEEN 
ONSET AND DEATH 


IMMEDIATE CAUSE (0) R22 


: Syudrome 
ad DUE TO - 


‘ 
Conditions, if ony, which gove 
condos tenewninoow) =) Cogevhatery Dy stuahavet 
stoting the underlying couse DUE TO b 

aa CERF bRA RtERIOS cAEROSIS 


lst o 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} 19. Hite pl 


-transit permit. 


igned by the attendin 
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‘200, ACCIDENT WAS UNDERLYING C] 
OR CONTRISUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY {Home, form, . (City or town) (County) (Stote) 
Hour o.m. While Not While foctory, street, office bldg., etc.) 
en. \9 ot work at work 


21. 1 certify that (1) (this hospjtal) attended the deceased fram. 43, ? that (I) (we) last 
itu te dear ie on eersa 13962 and tHgt death accurred atZZooAM, 7m causes and an the date stated above. 
Zo. SIGNATURE . anatine me <7 2h DATE SIGNED 
a ZZ mo. pas. DS pirectorn C) prs. OO Ajee 
Dc. PHYSICIAN'S 2d. ADDRESS 
NAME (Type) 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port il of item 18.) 


MEDICAL CERTIFICATION 


should be fied with the State Dept. af Health prior to burial, cremation, ar remav: 


ss 


Bo. BURIAL, CREMATION, 3b. DATE THEREOF Dac. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Spey) y 


23d. LOCATION (City or Town} (County) (Stote) 
0/16/76 G : 
74, FUNERAL DIRECTOR 


Page 4 may be retained by the haspital or attending physician. 
director, page 3 should be detached far use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certificate has been si 


38 
=> 


th? Le bdr PLdherd 


Stews. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


97551 CERTIFICATE OF DEATH 07528 


= 
S | T. PLACE OF DEATH 7, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
3 
Eke o. COUNTY Allegany as ose Maryland bouY Allegany 
2st B. CITY OR TOWN {If outside corporote limits, © LENGTH OF STAY IN Ib |} < CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
=Sn == write RURAL and give ngarest tayn) [? 
ze5 hal wnberiand 11/341958 Cumberland ad 
s¥e 4. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS @ By RESIDENCE 

oa ON A FARM2 

see Allegany County Infirmary 45 Columbia Avenue cules 3 
ass 3 NAME OF Fist Middle Lost 4 DATE Month Doy Year 
SA ED Elizabeth Febecca Wilkins eh June 10, » 67 
acs 5. SEK ©. COLOR OR RACE | 7. MARRIED [—] NEVER MARRIED [-]] 8. DATE OF BIRTH 9, AGE {In yeors | IFUNDER 1 YEAR| IF UNDER 24 HRS. 
Eo z  birthdoy) [Months | Doys | A Ki 
2 e> Female |White wiooweo JZ, _oivorceo [J 12/ 18/1882 aif . ay SY il aaa a 
ge 2 ii USUAL sae se of pease ™ ob OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. coy? WHAT 
f= ring SS working Jite,even if retires Pashttee ? 
4 fousewi re n Home West Virginia U. 5S. A. 
: Ta, FATHER'S NAME Ta, MOTHER'S MAIDEN NAME 


ase George Washington Shaw Marcella J. Sharp 

z & i VRS aoe EVER SEARED) FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT F ee BOX 599 , Mreumberland, Md. 
B E 5 ( ae nown) |(If yes give wor or dates of service: 220-03-719 Allegany County Infi records. 

— 3.2 1B. CAUSE OF DEATH (Enter only one couse per line for {0}, (b), ond {c).) INTERVAL BETWEEN 
£35 e2 PART 1. DEATH WAS CAUSED BY: take eed l ONSET AND DEATH 
>ss LL > pm MEDIATE CAUSE (0) 

- et 

2. 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUSNG TO DEATH BU’ TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) . WAS AUTOPSY 


QUE TO 
Conditions, if ony, which gove (b) 2 — 
rise to immediote couse (0), DUE To = 
stoting the underlying couse - {| She 
fests © | HY 
T NOT RELATI 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours after death. 


< 

es 

od = 

gSe2e 

6.2383 

Pcwoo 

aoe 2 ee 

25,8 

£45 

Bese /|8 7/ WET NO 

52°75 5 

sfs2 & | 200. ACCIDENT WAS UNDERLYING CI db. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

2£e5s5 & | OR CONTRIBUTING CI CAUSE OF DEATH 

Sess | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

£ uses 3 ['20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (city or town) (County) (Stote) 

2£a0 2 Hour o.m. While Not While foctory, street, office bidg,, etc.) 

=. se 5. ag I u at work ot work : 

Eee 21. | certify that {4 (this haspital) attended the deceased fram. Lai cy, 19 to_L// alt 7 19__, that (I) (we) last 

mJ se a i 

2 est Saw\the deceased alive an_( i 19____, and that‘déath accurred at SoM, fram causes and an the date stated abave. 

@ = gas CEE We ATTENDING MED. STAFF poe 

ERS VV Gare 1y WY : HD. PHYS. Rd DIRECTOR pws, KO) 6/10/1967 

of De. PHYSICIAN'S 72d, “ADDRESS 
Zas name (Type) GBorge/M. Simons, M. D. Memorial Hospital,Cumberland,Md. 
ieee FF; ’ 3 ’ 
us c=] 

Pe 23 20. re lac 7b. DATE THEREOF 73c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) (County) (Stote) 
ae ecify) 

ages Burial Jun. 12, 1967) Hi est Burial P Cumberland Allegany Md. 


oe 
= 


bettie 24. FUNERAL DIRECTOR jj ie BY REGISTRAR » REGISTRARS ei 
VSS] William G. Kig WN 14 167 | Pere 4 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, ree 


— 97552 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


a nena ney DEATH 2, USUAL RESIDENCE (Where deceased lived, lived, If institution: Resldence before admission) 
ac a. STATE b. ate? 


AL i legeny MARYLAND land filegemy 
b. CITY OR TOWN (if dutsid! Che orate limits, c. LENGTH DF STAY IN 1b |’ c. CITY DR TOWN (| Side corporate limits, write RURAC and diva nearest town) 


writa RURAL and give nearest town) 
Cumberland Maryland Ove aS 
d. NAME OF HDSPITAL DR INSTITUTIDN (if not In hospital, give street address) || d. STREET ADDRESS e isnt 


Sacred__Heart Hospital D.Q. As _!1204 National Highway ves] _nofel 


First Middle J Lest 4 DATE “Month Day Year 


DEATH June 17_19 67 
8. DATE OF ng pn 


6. CDLDR OR RACE) 7, MARRIED [jf] NEVER MARRIED [_] 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 


WIOOWED [-] ovorceo[]| March 1911 "56. ng cored acl be | eG 


10a. ere reo aud oLwom dene 10b. Rega ae OF pSluess OR | 11. BIRTHPLACE (State or forelgn country) 12. Cae WHAT 


during most of working life, even If retired) 
ss't Vice President, Kelly Springfield Thomes, West Virginia U, Se Ae 


13, FATHER’S NAME 14. MDTHER’S MAIDEN NAME 


Arthur Williamson Edith Davis 
15. WAS DECEASED EVER IN U.S. ARMEDFDRCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


no Wife: Clara A Williamson, Cumberland, Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (0), and (c).1 INTERVAL BETWEEN 
PART |. OEATH WAS CAUSED BY: pe 
IMMEDIATE CAUSE (e) _____Goronery Thrombosis, Left udden 
if DUE TO 
Conditions, if any, which tb) Coronary Sclerosis 
gave rise to Immadiata 
cause (a), stating the QUE TO 
underlying cause last, (c). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) Per WAS AUTOPSY 


essary, 


the funeral 


iner’s Office along with fo 


pending” in pencil in Item 18. Give Pages 1 


cremation, or removal, and in any event withi 


ERFORMED? 
YES xk not] 


20a. EXTERNAL CAUSE WAS 206. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part 1 or Pert II of Item 18.) 
RUSE GE Fee ea AR 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE DF INJURY(Home,farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg., etc.) 


19 at work at work 
21. I certify that | took charge of the remains described above, held an Autopsy K], Inspection [XK], Inquiry [Xj, and In my opinion 
Natural causes [XI], //Accident [_], Suicide [_], Homicide [_], Undetermined manner [_] 
< CHIEF MEDICAL EXAMINER [_] 
Ee ae -p, ASSISTANT MEDICAL EXAMINER [} 22, DATE SIGRED 
DEPUTY MEDICAL EXAMINER June 17, 1967 
EXAMINER'S 


NAME (Type) Benedict Skiterelie 's M.D. Address (Street, city, town, or coumberland, Maryland 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF aga 23¢, NAME OF CEMETERY OR CREMATDRY 23d. LOCATION (City, town or cana (State) 


REMOVAL (Specify) 
June 20,* 


urieal 
Pfs nin, tee ns LL Oe 


Page 3 should be used as a burial-transit permit. File pages 1 and 2 
MEDICAL CERTIFICATION 
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please execute the certificate, writing the word 


director. Page 4 shou! 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low fequires that the death certificate be executed within 24 hours after death. 


Z MARYLAND STATE DEPARTMENT OF HEALTH 


FEMALE WHITE 


100. USUAL OCCUPATION (Give kind of work done 


dui f working life, even if retired} 
AWE EY 


wipowed [] Divorced [7] 2 5-1 VIV7/ 


10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 


ped WENTUCKY 


mi 


12. CITIZEN OF WHAT 
COUNTRY 2 USA 


DIVISION OF NATAL, RECORDS, 301_W. PRES. ON STREET, BALTIMORE, MARYLAND 21201 
tem #8 Film as Of oc ‘ 
a 97553 CERTIFICATE OF DEATH 07539 
ee 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 
eee SOL ALLEGANY cs 0. STATE MARYLAND = > couny ALLEGANY 
- 8S b. CITY OR TOWN (If outside corporate limits, cc. LENGTH OF STAY IN Ib « CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Ses wate RURAL ond SECARBE'RL AND IWK, TTHRS, CUMBERLAND fy 
2s Ze — d. NAME OF HOSPITAL OR INSTITUTIDN (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
Se ; ON _A FARMS 
See MEMORIAL HOSPITAL 433 BOND STREET ves CJ No 
Se = 3, NAME OF First Middle Lost 4. DATE ‘Month Doy _‘Yepr 
222 Present NINA De WILSON De JUNE Vs pend 
E $ 5. SEX 6, COLOR OR RACE 7, MARRIED yA] NEVER MARRIED O B. DATE OF BIRTH 1918 | 9 i binge IF UNDER | YEAR | If UNDER a 
= 1 
2 


8 HOME 
a 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 

26 JACK GRACIE CAMPBELL 

a 2 ie be ae AMS ARMED ey Sf service) 16. SOCIAL SECURITY NO. 17, INFORMANT Address 

a @S, NO, or UNKNOWN, es give wor or dotes of service 7 

Pe eet 20 10 1848 MEMORIAL HOSPITAL, CUMBERLAND, MD. 
5 

a2 1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b}, ond (c).) : : ‘ INTERVAL BETWEEN 
<8 PART |. DEATH WAS CAUSED BY: 5 ONSET AND DEATH 
es re IMMEDIATE CAUSE (o) 2 Vee tera g Corcciupve 

Ee DUE To : morithe) 


Conditions, if ony, which gove (b) 


3 
z 
Q 
oj 
= 
2 
S 
£ 
S 
o 
£ 
£ 
ce 
sa 
Ss 
uD 
eee 
= o> rise to immediote couse (0), 
oD ees stoting the underlying couse DUE TD 
3 Bes a ce es A @ 
Buss PART Il. OTHER SIGNIFICANT CDNDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. WAS AUTDPSY 
3 z= 10 DEATH 
S2es ) S PERFDRMED? 
s2 25/7 |5 yes [-] NO (py 
5 oSs eS Mo. ACCIDENT WAS UNDERLYING 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B) 
2275 & | ORco ‘AUSE OF DEATH 
SSee © 1 (iF EITHER, NOTIFY MEDICAL EXAMINER) 
Sus S | 20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, farm, | 20f. (city or town) (County) Grote 
ee ZO i Hour ‘o.m. i Whil Not Whil foctory, street, office bldg., etc.) 
£o = 4 ile lot While ctory, street, office bldg., etc. 
= So 4 = .m, 19 otworkilal. ‘orwork. Col 
EI =e 21. 1 certify that (I) (this haspitg!) attended the deceased fram ai : OK ,19__, that (I) Lwef last 
2 ese saw the deceased alive an. 19 , and that death accurred att + tlds causes and an the date stated abave, 
SPs 22, DATE SJGNED 
eae a MED STAFF : 
Zee | ATTENDING 
oe mo. pays, (EY oirecror_ Cavs. 
oe ie He pavsiaas DR 72d. ADDRES 
e = 22 NAME (Tye) YOY YANK FY, 
rs x 
a Zz 
3223 Zo. BURIAL, CREMATION, 3b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County Stote 
Sres city) 
fous BYR == TUNE 3, 1967 |ZION MEMORIAL PARK** CUMBERLAND, MD. 
2, 
2A FUNERAL DEPORT j ADDRESS 250. RECD BY REGISTRAR 256, REGISTRARS SIGNATURE 
VR ANS (4 KIGHT 
EM CUMBERLAND, MD. on YUN 5 1987 fharleg poppe, _ 


